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ABSTRACT
The purpose of this phenomenological study was to explore the phenomenon of moral distress on
nursing students who engaged in clinical experiences during the COVID-19 pandemic. This
research study was supported by Jean Watson’s theory of human caring (Watson, 2006) as it
explained the relationship between a nursing students’ provision of care and the moral dilemma
and potential moral distress related to threats to that care. This study was also presented within
the conceptual framework of Patricia Benner’s model from novice to expert (Benner, 1984).
Within this framework, the nursing student as novice may not have the skills or experience
necessary to adequately deal with care related stressors, and therefore may be at higher risk for
developing moral distress. This study was guided by the central research question: As described
by participants, what is the lived experience of moral distress for nursing student’s during the
COVID-19 pandemic? Participants were nursing students enrolled in a program of study
enabling the participant to sit for the registered nurse state examination, and who had engaged in
clinical nursing experiences during the COVID-19 pandemic. Data collection was via interview,
journal entries, and artifact documents in the form of photographs or images with accompanying
explanatory text. Five themes emerged from data analysis: compromised caring, mixed
messages, personal perceptions, coping during COVID-19, and fearful future. Implications from
findings were discussed, and recommendations for policy, practice, and future study were
provided.
Keywords: Moral distress, nursing student, caring, COVID-19, pandemic, novice
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CHAPTER ONE: INTRODUCTION
Overview
COVID-19 was first recognized in Asia in the latter part of 2019 (Anderson-Shaw & Zar,
2020). The virus quickly spread throughout the world and is now known as the deadliest
pandemic in the last century (Morans et. al., 2020). Fear, anxiety, and dread preceded and
accompanied the virus as it spread. These psychological and emotional distresses are directly
associated with the rapid and invisible viral transmission rate as well as its morbidity and
mortality (Ahorsu, 2020). A related phenomenon associated with and exacerbated by the
COVID-19 pandemic is moral distress. Moral distress is not a new phenomenon especially in
healthcare and has been a major issue particularly for nurses throughout the world (Woods,
2020).
Definitions of moral distress vary, but nurses have defined moral distress as care
situations or dilemmas where there is an inconsistency or incompatibility between how the nurse
is expected to behave and his or her personal values and or beliefs (Burton et al., 2020). Moral
dilemmas coupled with the fear and anxiety of COVID-19 have brought the phenomenon of
moral distress to a deeper, darker, and more acute level for nurses (Bard, 2020). Moral distress is
not mutually exclusive to the practicing nurse, however. Nursing students also suffer from moral
distress (Sasso et al., 2016; Krautscheid et al., 2017; Sterner, 2019). Nevertheless, no research or
information was found in literature investigating nursing students and moral distress during the
COVID-19 pandemic. Therefore, the purpose of this phenomenological study was to explore the
phenomenon of moral distress and nursing students during the COVID-19 pandemic.
Chapter one provided the framework for this study examining moral distress and its impact on
the nursing profession in general and on nursing students. The further dynamic of the COVID-19
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pandemic and its relevance to moral distress and nursing are also presented. The role of the
researcher is considered, and the significance of this study is provided. Chapter one concluded
with definitions designed to assist with an understanding of the study’s key components and
concepts, and a summary of main points from within the chapter.
Background
Growing concern exists regarding the well-being of health care workers, particularly
related to moral distress (Tigard, 2018). The phenomenon of moral distress has no singular
definition but generally involves situations or threats whereby the individual experiences feelings
of helplessness, powerlessness, or an awareness of moral suffering secondary to a perceived
inability to act according to the dictates of their own conscience (Dudzinski, 2016). When
applied within a work setting, the origin of these threats resides in the ethical climate and
constraints within the institution or organization. These threats impede or hinder ones’ ability to
act in accordance with their own moral agency (Morley et al., 2019). The deleterious effects of
moral distress upon the individual can be profound. Moral distress has been associated with
physiological illnesses, psychosocial and emotional suffering, spiritual cynicism, and can lead to
post-traumatic stress and professional burnout (Arnold, 2020; Rushton, 2018; Wolfe et al., 2016;
Elpern, 2005). While moral distress negatively impacts multiple health care professions (Ulrich
& Grady, 2018), nursing has been significantly affected (Christodoulou-Fella, 2017). Nurse
perceived moral and ethical dilemmas are identified as contributing factors towards nurses
developing moral distress. However, a new cause has arisen leading to and exacerbating moral
distress for nurses, COVID-19. Caring for COVID-19 infected patients places nurses and care
providers at risk for exposure to and contamination from the disease itself (Cacchione, 2020).
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Fear of contamination, infection, and spread presents a dilemma for nurses when caring
for patients with COVID-19, further amplified due to the concern for infecting loved ones and
others. Additionally, nurses and caregivers have witnessed extreme suffering not only due to the
pathological nature of the disease itself, but also due to the isolation patients with COVID-19
endure secondary to restricted visitation from family and loved ones (Morley et al., 2020). Other
COVID-19 related moral and ethical dilemmas included the rationing of care related to
Emergency Department and intensive care overcrowding, scarcity of protective equipment, and
lack of specialized staff to care for patients with COVID-19 (Han & Luc, 2020).
Prior to the COVID-19 pandemic nursing students were not immune to the impact of
moral distress either. Nursing students reported suffering from psychosomatic illnesses, with
some even considering leaving the nursing profession (Krautscheid et al., 2017). Students also
reported feeling particularly inadequate caring for acutely ill patients (Sterner, 2019), which
included patients suffering from an infectious disease (Hassan, 2018).
Historical
The phenomenon of moral distress was first recognized and defined in the mid-1980’s by
Andrew Jameton (Walsh, 2018). Jameton realized nursing students whom he was teaching had
significant moral limitations placed upon their role (Jameton, 1984). Subsequently, Jameton
labeled the outcome of these moral limitations as moral distress and suggested moral distress
“arises when one knows the right thing to do, but institutional constraints make it nearly
impossible to pursue the right course of action” (Jameton, 1984, p. 6). Building on Jameton’s
work, Wilkinson (1987) agreed with Jameton’s recognition of institutional external constraints.
Wilkinson (1987) further included internal constraints such as fear of job loss, self-doubt, lack of
courage, and past actions of carrying out futile care as causing moral distress. Wilkinson also
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found nurses suffered from moral distress secondary to both what they failed to do as well as
what they had already done albeit incorrectly or wrongfully. More recently, a proposed definition
of moral distress was expanded to include both one’s active involvement in a situation leading to
negative self-directed emotions or attitudes as well as distress that arose in response to one’s
perceived involvement in a circumstance that one believed to be morally undesirable (Campbell
et al., 2016).
Social
Jameton (1984) first recognized the phenomenon of moral distress in nursing students he
was teaching. However, nurses, physicians, social workers, pharmacists, psychiatrists, and
researchers have all grappled with this phenomenon (Ulrich & Grady, 2018). Non-healthcare
related disciplines have also documented experiences with moral distress. Instances of moral
distress have been identified in professions such as law, business, and higher education (Piazza,
2017). For some individuals moral distress can act as a catalyst to spurn one onward towards
developing empathy and even potentially building one’s professional success (Rushton, 1992).
Many, however, often feel isolated and alone with a sense of being morally spoiled or tainted
(Tigard, 2019). Since the onset of the COVID-19 pandemic, the causes related to developing
moral distress have expanded, particularly for healthcare workers. Fear of catching COVID-19
and spreading it to loved ones, witnessing COVID-19 infected patients suffer and die isolated
and alone, and being physically overworked with little recovery time have created untold stress
for staff (Han & Luc, 2020; Morley et al., 2020).
Symptomatology
Moral distress has been linked to emotions such as anger, frustration, resentment, anxiety,
sadness, embarrassment, shame, guilt, dread, grief, and depression. Psychologically, the sufferer
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may express a sense of helplessness, powerlessness, self-blame, and a loss of self-worth.
Physiologically, moral distress may cause heart palpitations, diarrhea, headaches, and
sleeplessness (McCarthy & Gastmans, 2015). Spiritually, nurses claiming no personal spirituality
demonstrated higher incidence of burnout and thoughts of leaving their position (Montgomery,
2010). Elpern (2005) described how some nurses became more spiritually cynical, while other
nurses claimed to grow spiritually stronger. With the advent of COVID-19, literature revealed
the signs and symptoms of moral distress during the COVID-19 pandemic mirrored previous
findings related to psychosomatic illness including nurses demonstrating a higher risk for
burnout and for leaving the nursing profession (Jacobs & Manfredi, 2020).
Nursing students also exhibited psychosomatic symptoms such as feelings of
powerlessness, helplessness, loss of self-esteem, anxiety, and depression secondary to moral
distress (Escolar-Chua & Magpantay, 2019; Sasso et al., 2016). However, no information was
found in literature demonstrating the perceived impact the COVID-19 pandemic has had on
nursing students. Interestingly, moral distress was first recognized in nursing students by
Jameton (1984), and the pandemic has now brought new dimensions of moral dilemmas and
suffering for nursing students to face. With little new information regarding the well-being of
nursing students during the pandemic, an exploratory study on moral distress and the impact of
COVID-19 on nursing students was warranted.
Implications for Nursing Students
Nursing students engaging in clinical activities may encounter patients infected with
COVID-19. Though in many cases nursing students would not be providing direct care to the
COVID-19 infected patient, they could be witnessing firsthand the loneliness and desperation of
these individuals. They may also be interacting with nursing staff who are providing care for the
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patient with COVID-19 and then experience vicarious stress for the staff (Gómez-Ibáñez et al.,
2020). Nursing students could even experience a moral dilemma of wanting to help staff more
but not being able to due to exemption from caring for the infected patient or by being removed
from the clinical setting altogether due to limited facility resources and possible student safety
concerns (Gómez-Ibáñez et al., 2020). Nursing students have also experienced stress related to
fear of contracting COVID-19 during clinical rotations (Kochuvilayil et al., 2021). Certainly, it is
possible exempting nursing students from caring for the patient with COVID-19 or removing
them from the clinical setting altogether may decrease or even remove some potential stressors
for the student. The nursing students’ lack of knowledge and potential decreased compliance
with infection care practices could place both the patient and nursing student at risk for harm
(Hassan, 2018). Moreover, the nursing student does not have the experiential background or
know how to apply new knowledge or skills to complex situations which includes meeting the
psychosocial and physiological needs of the acutely ill COVID-19 patient (Hoeve et al., 2020).
However, even with these preventative measures in place it was possible the nursing student
remained at risk for developing moral distress during the COVID-19 pandemic.
Theoretical
This qualitative research study was guided by Watson’s theory of human caring, and
Benner’s conceptual framework from novice to expert. Creswell and Poth (2018) stated a
theoretical framework provides the “lens through which to view the needs of participants and
communities in a study” (p. 328). This study revealed how caring for others was confounded by
moral dilemmas or challenges which may lead to moral distress. Further, the novice nursing
student was found to be at particular risk for developing moral distress due to their lack of
experience.
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Theory of Human Caring
Caring is believed by many to be the foundation or central tenet of nursing (Sitzman &
Muller, 2018). As a nurse, caring reflects an attitudinal relationship one engages in with others
and denotes the practical application regarding what one does for others (Karlsson & Pennbrant,
2020). This research study was viewed through the theoretical lens of Jean Watson’s theory of
human caring and sought to demonstrate how barriers and challenges to provision of care may
lead to the phenomenon of moral distress.
Watson first proposed the theory of human caring in 1979. According to Watson, caring
is based on the lived experience of both nurse and patient, is wholistic which includes the
dimensions of mind, body, and spirit, and the nurse and those cared for learn to know one
another through various means (Falk-Rafael, 2000). At the center of Watson’s theory are ten core
carative factors (Ryan, 2005). Each carative factor can be placed into one of two dimensions of
caring, either the physical dimension or the expressive dimension (Labrague et al., 2015). The
physical dimension is focused on meeting the physiological needs of the patient. Carative factors
within the physical dimension would include the systematic use of the scientific problem-solving
method for decisions, teaching interventions, creating a supportive and safe environment, and
addressing and meeting physical needs. Carative factors within the expressive dimension include
growth and development of a care-based value system, instilling hope, sensitivity towards and
acceptance of the feelings of both self and others and developing a helping trusting relationship
with the patient (Ryan, 2005). Watson believed each carative factor was central to the
relationship-based care interaction between nurse and patient and are founded on human
characteristics such as kindness, love, and concern for others (Watson, 2006). Therefore, if
caring is hindered or unable to occur due to internal or external factors a moral dilemma may
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ensue. Moral dilemmas if not adequately addressed can lead to the phenomenon referred to as
moral distress. When moral distress occurs, the theoretical framework of caring is juxtaposed
against the phenomenon of moral distress whereby the nurse is unable to provide the care desired
resulting in potentially harmful intrapersonal consequences and outcomes (Dobrowolska &
Palese, 2016).
Novice to Expert
This research study was also presented through the conceptual lens of Patricia Benner’s
from novice to expert. Introduced in 1982 and based on the Dreyfus model of skill acquisition
(Dreyfus, 2004), Benner’s model examined how a nurse attained new knowledge and skills from
the novice stage to the expert stage (Ozdemir, 2019). According to Benner, a nurse progresses
through five different skill levels: novice, advanced beginner, competent, proficient, and expert
(Benner, 1984, 2001). Each level reflects growth in understanding, skill, and experience. More
specifically, as the nurse progresses from novice to expert there is less reliance on abstract
principles and more confidence in concrete past experiences. There is also an evolution whereby
the novice nurse moves from viewing situations in parts and pieces to the expert nurse who has a
wholistic view of situations, problems, and issues.
A novice would include a student nurse with limited theoretical knowledge but no
practical experience. When encountering new situations, the novice nurse does not have the
experiential background or know how to apply new knowledge or skills to that situation (Hoeve
et al., 2020). Over time and with ongoing experience the novice nurse reaches the next stage and
becomes an advanced beginner. (Thomas & Kellgren, 2017). Within this context, the nursing
student as novice does not have the skills or experience needed to adequately deal with care
related stressors, particularly when caring for acute patients (Sterner, 2019), including the
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acutely ill patient with COVID-19. This inadequacy may leave the nursing student feeling
vulnerable, afraid, and more prone to moral distress.
Prior to the COVID-19 pandemic nursing students were at risk for developing moral
distress. With the onset of COVID-19, the possibility of nursing students suffering from moral
distress could be increased. Therefore, it is incumbent upon the nursing profession in general and
nursing faculty in particular to recognize the stressors and dilemmas students encounter and
struggle with, particularly in relation to the COVID-19 pandemic.
Situation to Self
I have been a registered nurse for over thirty years. Most of my years in practice have
been within the hospital setting and have involved both direct and indirect patient care. I have
come to appreciate how care is expressed not merely in what one does physically for the patient.
Care extends beyond the physical and intersects with the psychosocial, emotional, and spiritual
aspects of self. This dual dynamic has been referred to as the science and art of nursing (Cowling
et al., 2008). Care is relational and is built on trust and, within a biblical worldview, love. Care,
within this context, is expressed in a myriad of ways. For instance, care can be a smile, a touch, a
kind word, a prayer. These acts of caring serve to bring encouragement and perhaps even to
facilitate healing. Such acts are not mutually exclusive between the nurse and patient, however.
Care can also encompass the patients’ family, significant others, and even the nurse’ own
colleagues. I believe as the nurse provides and demonstrates care, broken bodies and damaged
spirits can progress towards healing and wholeness. Perhaps this is the essence of nursing.
Guba (1990) suggests researchers bring with them, “a basic set of beliefs that guide
action” (p. 17). Creswell and Creswell (2018) consider these beliefs to be a philosophical
orientation or in other words a worldview related to the world and research. As mentioned, I hold
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a biblical worldview which will be discussed later in chapter two. Included within a worldview
are philosophical assumptions. These assumptions are influenced by factors such as a
researchers’ experience and training, and can influence the researchers’ direction of research
goals, outcomes, and even how a researcher evaluates findings (Creswell & Poth, 2018).
Philosophical assumptions include ontology which seeks to understand the nature of reality
(Creswell & Poth, 2019), epistemology, which “studies the nature of knowledge and the process
by which knowledge is acquired and validated” (Gall et al., 2007, p. 639), and methodology
which focuses on the research process itself (Creswell & Poth, 2018). I hold the axiological
assumption which acknowledges both researcher and participants have values and biases they
bring into a study (Creswell & Poth, 2018). As a practicing nurse, I value the caring aspect of
nursing, and expect both the nursing student and the practicing nurse to weave their own values
and biases into their practice. However, I also recognize my own personal beliefs and biases
must not compromise, impede, or impact care given. In fact, to impose one’s own beliefs and
biases onto another, particularly as a nurse and or researcher is antithetical to caring itself! It
could be argued the practical and mechanical aspects, or the science of care could be performed
external to values and predispositions. However, the art of nursing is rooted in unbiased values,
relationship, and the ability to connect with those receiving care regardless of background or
belief. For this study, this philosophical understanding presupposes the nursing student
incorporates their own values and biases into the act of caring (Creswell & Poth, 2018).
Utilizing a social constructivism interpretive framework, I also believe internal tensions
may arise when the nursing students’ values-based care is jeopardized, threatened, or even
inhibited from being carried out by external stressors or moral dilemmas. If the nursing student is
unable to adequately cope with such challenges the potential for that individual to develop moral
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distress and its adverse effects exists (Rushton, 2018). Furthermore, the COVID-19 pandemic
has brought new and unforeseen trials and dilemmas when caring for patients. Masks conceal
smiles and expressions. Gowns, gloves, and isolation further separate the patient from touch and
contact. Fear of contamination and spread of the virus presents a real and present danger to the
care provider, and loneliness due to visitor restrictions haunts the sick and challenges the values
of the nurse who is unable to meet the heartfelt needs of their patients. The negative dynamic of
the nursing student seeking to provide value-based care verses encountering moral and physical
barriers to provision of care reveals the crux of this study. It was within this backdrop I sought to
explore how the nursing student is faring, and how I could better care for them because of the
findings from this study.
Problem Statement
The problem is that moral distress is a phenomenon negatively impacting nursing
students (Sasso et al., 2016; Krautscheid et al., 2017). While studies reveal nursing students can
develop moral distress (Sasso et al., 2016; Krautscheid et al., 2017; Sterner, 2019) with
subsequent psychosomatic illnesses like experienced nurses (Escolar-Chua & Magpantay, 2019;
Sasso et al., 2016), what has not been studied is nursing student’s experience with moral distress
during the COVID-19 pandemic. Therefore, this qualitative, phenomenological study explored
the phenomenon of moral distress and nursing students during the COVID-19 pandemic. Such
information may benefit the nursing profession, particularly nursing faculty, and will perhaps
spurn us onward to develop preventative interventions to safeguard nursing students from
developing moral distress, and to assess and intervene when signs and symptoms of moral
distress are evident in their students.
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Purpose Statement
The purpose of this phenomenological study was to explore the phenomenon of moral
distress in nursing students who engaged in clinical experiences during the COVID-19
pandemic. Moral distress was generally defined as care situations or dilemmas where there is an
inconsistency or incompatibility between how the student is expected to behave and his or her
personal values and or beliefs (Burton et al., 2020). This research study was supported by Jean
Watson’s theory of human caring (Watson, 2006) as it explains the relationship between a
nursing students’ provision of care and the moral dilemma and potential moral distress related to
threats to that care. This study was also evaluated within the conceptual framework of Patricia
Benner’s from novice to expert (Benner, 1984). Within this framework, the nursing student as
novice may not have the skills or experience necessary to adequately deal with care related
stressors, and therefore may be at higher risk for developing moral distress.
Significance of the Study
Findings from this study provided support to previous data demonstrating nursing
students suffer from the phenomenon of moral distress (Sasso et al., 2016; Krautscheid et al.,
2017). Furthermore, data revealed the COVID-19 pandemic has contributed to the development
of moral distress in nursing students. Therefore, it is incumbent upon nursing faculty and the
nursing profession to recognize and address this issue. Additionally, as a follower of Christ, I
believe it is our responsibility to walk along-side those in our care and to assist them with the
burdens they carry.
Theoretical Significance
Related to Watson’s theory of human caring and Benner’s from novice to expert model,
results offered theoretical significance demonstrating how the phenomenon of moral distress in
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the novice nursing student impeded their ability to care for others (Comrie, 2012; Garity, 2009;
Curtis, 2014; Krautscheid et al., 2017; Sterner, 2019). This relationship established a link
between Watson’s theory of human caring and Benner’s novice to expert model whereby moral
challenges to basic caring functions and a lack of clinical experience predisposed the nursing
student to developing moral distress. Additionally, underlying factors and themes related to
nursing students and moral distress during the COVID-19 pandemic became apparent (GómezIbáñez et al., 2020). Therefore, within the context of Watson’s theory and Benner’s model, new
patterns and paradigms related to nursing students and moral distress during the COVID-19
pandemic were discovered (Hassan, 2018; Gómez-Ibáñez et al., 2020).
Practical Significance
The nursing profession is currently facing a human resource crisis on an international
scale (Marć et al., 2019; The nursing shortage in close-up, 2019). The COVID-19 pandemic has
exacerbated the nursing shortage with more nurses, particularly older nurses, leaving secondary
to fear of contracting the virus (Spurlock, 2020; Abbasi, 2020). Nursing students of today are the
nursing workforce of tomorrow. If experienced nurses are suffering from moral distress and
subsequently leaving the profession, it is incumbent the nursing profession evaluates whether
novice nursing students are at risk for developing moral distress during the COVID-19 pandemic
as well. To start, nursing faculty have direct relationship with and oversight of nursing students
and therefore can implement and facilitate practices designed to develop the student’s resilience
when encountering moral dilemmas. Faculty may also aid or enhance the nursing students’
transition from student role to nurse role (Arrigoni et al., 2017). In addition, nursing faculty as
role models can have a powerful influence on the students’ caring outlook towards others and
towards the nursing profession (Gibbs & Kulig, 2017). Caring for nursing students by nursing
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faculty is a powerful practical method shown to positively affect the nursing students’ sense of
belonging and to strengthen their intent to graduate (Henderson et al., 2020). Moral distress has
been shown to negatively impact the nursing students’ well-being even to the point of leaving the
nursing profession (Sasso et al., 2016). The COVID-19 pandemic has caused or has worsened
moral distress for the nursing student. Therefore, it is imperative to continue exploring nursing
students experience with moral distress during the COVID-19 pandemic. Such information
would enable nursing faculty to proactively counter the development of moral distress in their
students and to recognize and address the signs and symptoms of moral distress in students
already struggling with this phenomenon.
Theological Significance
Christ followers are called to bear one another’s burdens (New International Version,
1978, Galatians 6:2). By doing so we fulfil the law of Christ which is to love one another (New
International Version, 1978, John 13:34-35). I believe the greatest significance of this study was
in uncovering the burden and pain nursing students are carrying related to moral distress during
the COVID-19 pandemic. As results revealed this burden to be real, then, in love, one must
address their distress. Lastly, studying moral distress in nursing students during the COVID-19
pandemic demonstrated nursing students do not walk alone, someone does care and is concerned
about their well-being, and that they are loved. As a researcher this is what I believe it means to
be a disciple of Christ and to reflect his love for others.
Research Questions
This hermeneutical phenomenological study was guided by the following questions:
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Central Research Question
As described by participants, what is the lived experience of moral distress for nursing
student’s during the COVID-19 pandemic? Research exists regarding nursing students
experiencing moral distress pre-COVID-19 pandemic (Sasso et al., 2016; Krautscheid et al.,
2017), but no research was found related to nursing students experience with moral distress
during the pandemic. Question one is the core exploratory inquiry of this qualitative
phenomenological study and reflects the study’s problem and purpose.
Sub-Questions
SQ1: During the COVID-19 pandemic, what factors do nursing students identify as
leading to moral distress? Nursing students have identified specific factors leading to moral
distress pre-COVID-19 pandemic (Sasso et al., 2016), but no research has identified factors of
moral distress for nursing students during the pandemic.
SQ2: How has the nursing students’ experience with moral distress during COVID-19
affected their views towards becoming a nurse? If nursing students are suffering from moral
distress in relation to the pandemic, it is possible they have developed a negative view of nursing
and may even consider leaving the profession (Sasso et al., 2016).
SQ3: How has the nursing students’ experience with moral distress during COVID-19
impacted their well-being? The nursing students’ well-being can be negatively impacted by
moral distress as demonstrated via numerous documented psychosomatic maladies (EscolarChua & Magpantay, 2019; Sasso et al., 2016). What was unknown was how the students’ wellbeing could be impacted during the COVID-19 pandemic.
SQ4: What coping strategies are nursing students utilizing to deal with any morally
distressing feelings and thoughts? Identifying and developing interventions to mitigate the
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experience of moral distress can have tremendous value and can facilitate healthy adaptation
(Helmers et al., 2020).
Definitions
The following terms for this qualitative study are defined to assist in clarity, preciseness,
and understanding of key concepts (Glatthorn & Joyner, 2005).
1. Caring – Caring focuses on the individual as a whole and is a blend of the healing
modalities or science of caring and relationship-based practices or the art of caring
(Watson, 2009).
2. Coping - Coping refers to one’s mental and behavioral effort to deal with constantly
changing internal or external stressors viewed as challenging or overwhelming (Lazarus
& Folkman, 1984).
3. COVID-19 - COVID‐19 is a new type of coronavirus discovered in December 2019.
Mild and moderate symptoms can include fever, cough, fatigue, and shortness of breath.
Severe symptoms may include difficulty breathing, weakness, confusion, chest pain, and
can lead to long term syndromes and even death (Aliabadi et al., 2020).
4. Moral dilemma – Moral dilemma is a situation in which the nursing student must
contend with two or more opposing values, and the existing choices reflect equally
inconsistent courses of action (Carvalho‐Filho, 2021).
5. Moral distress – Moral distress are care situations or dilemmas where there is an
inconsistency or incompatibility between how the nursing student is expected to behave
and his or her personal values and or beliefs (Burton et al., 2020).
6. Pandemic – A disease outbreak that originates in a local or regional geographical area
and spreads worldwide (Grennan, 2019).
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Summary
Caring for others is central to the nursing profession. Due to the fundamental nature of
caring in nursing, caring competencies are taught in nursing programs. As novices, nursing
students bring their own caring ideals into the practical environment. However, these ideals may
conflict with observed practices in the clinical setting thereby causing moral and ethical
dilemmas for the novice nursing student. Such dilemmas can lead to moral distress. Moral
distress can occur when an individuals’ internal beliefs and perceived responsibilities are
discordant with external factors such as environmental stressors and workplace culture (Zavotsky
& Chan 2016). Moral distress can negatively impact health care professionals and nursing,
causing both psychosomatic impairments as well as burnout, and may even lead to the nurse
leaving the profession (Green & Jeffers, 2006; Laabs, 2007; Schwarz, 2003).
Nursing students are not immune to the negative impact of moral distress and have
suffered similar consequences and after-effects (Krautscheid et al., 2017). Nursing students may
be at an even higher risk for moral distress due to their lack of experience and limited ability to
address perceived quality, safety, moral and ethical issues. Specific stressors exacerbating and
leading to moral distress included desiring to assist in but being unable to care for the patient
with COVID-19 (Gómez-Ibáñez et al., 2020), a shortage of personal protective equipment and
supplies, and witnessing the isolation of patients from family and loved ones (Ayanian, 2020;
Hossain, 2020; Han & Luc, 2020; Cacchione, 2020). While the risk for developing moral distress
for healthcare workers during the COVID-19 pandemic was documented, an identified gap
existed regarding moral distress and nursing students during the COVID-19 pandemic. Nursing
students reported high levels of stress secondary to COVID-19 (Kochuvilayil et al., 2021), and
experienced psychosomatic symptoms related to their stress (Tas, 2021; Kochuvilayil et al.,
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2021). Therefore, I believed nursing students could also be suffering from moral distress. I
further believed by exploring the phenomenon of moral distress and nursing students during the
COVID-19 pandemic, the nursing profession and in particular nursing faculty may learn how to
support students and prevent the development of moral distress. In addition, nursing faculty
could better recognize the signs and symptoms of moral distress in nursing students suffering
from its affects and address such manifestations before more damage is done.
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CHAPTER TWO: LITERATURE REVIEW
Overview
A literature review was conducted to investigate the phenomenon of moral distress in
nursing students during the COVID-19 pandemic. Nursing is built upon a model of caring for
others (Johnson-Otero, 2009). The ideal of caring is fostered in nursing programs and establishes
the foundation for nursing curriculum (Cook et al., 2018). In this chapter, the theoretical
framework of Watson’s theory of human caring provides the context for the nursing students’
role and helps to reveal the inner conflict a nursing student might experience when stressors and
dilemmas hinder the student’s ability to carry out necessary caring practices. This chapter also
presents Benner’s conceptual framework from novice to expert to provide further insight into the
students’ possible difficulty dealing with moral problems due to their own lack of experience. A
contextual explanation of the researchers’ worldview with accompanying evaluation of the
practical utility of Watson’s theory of human caring concludes the theoretical framework
portion. The phenomenon of moral distress, how health care professionals and in particular
nurses are impacted by moral distress, the ways moral distress can negatively impact nursing
students, and how the COVID-19 pandemic may exacerbate moral distress are presented in the
related literature review section. Lastly, a gap in the literature is revealed demonstrating the
necessity for exploration and study related to moral distress and nursing students during the
COVID-19 pandemic.
Theoretical Framework
Jean Watson’s theory of human caring provides the theoretical framework for this study.
The central tenets of Watson’s theory are given and a contextual relationship between the theory
of human caring and the phenomenon of moral distress are discussed. Benner’s conceptual
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framework from novice to expert is also presented with attention to the dynamic of moral
distress and the novice nursing student. Following Benner’s model, the researchers’ worldview
related to Watson’s theory of human caring is offered.
Theory of Human Caring
Watson first proposed the theory of human caring in the late 1970’s (Parker, 2006;
Sitzman, 2007). Watson suggested caring is when one demonstrates a concern for “the inner life
and personal meaning” of another by forming a fully attentive, present, and authentic bond and
connection with the spirit of the other (Sitzman & Watson, 2014, p. 17). According to Watson,
caring constitutes the very essence of nursing (Watson, 1988). Caring is based on the lived
experience of both nurse and patient, is wholistic which includes the dimensions of mind, body,
and spirit (Sitzman, 2002), and the nurse and those cared for learn to know one another through
various means (Falk-Rafael, 2000).
Watson based the theory of human caring upon four assertions: caring and love power the
universe, caring unifies both nursing and humanity, caring is the “why” behind why we exist,
and one must learn to care for oneself before being able to truly care for others (Sitzman &
Watson, 2017). Based on assertion four, successful caring commences with an intentionality or
mindfulness on the part of the nurse to cultivate attitudes and actions of self-care (Sitzman, 2002;
Turkel & Ray, 2004). Daily self-care practices assist to establish the individuals’ foundational
paradigm of caring which can then translate into demonstrative caring towards others (Watson,
1997). Moving outward from self, caring for others comprises both scientific and philosophical
components referred to as the caring-healing consciousness (Watson, 2007). Within this context,
a balance exists between the carative and the curative aspects of care (Sitzman, 2007). Enmeshed
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together with intentional mindfulness the nurse may then engage in genuine caring exchanges
between self and those being cared for (Watson, 2007).
At the center of Watson’s theory are ten core carative factors (Ryan, 2005). “Carative”
refers to and is derived from the Greek word “caritas” meaning to cherish, love and appreciate,
and to give special attention to (Caruso et al., 2008; Parker, 2006). Each carative factor can be
placed into one of two dimensions of caring, either the physical dimension or the expressive
dimension (Labrague et al., 2015). The physical dimension is focused on meeting the
physiological needs of the patient. Watson refers to this aspect of care as “trim” (Watson, 1997).
Trim denotes nursing care related to setting, procedures and tasks, incorporation of technology,
and other performed physiological and clinical related functions to meet the somatic needs of the
patient (Watson, 1997; Sitzman, 2002). Carative factors within the physical dimension would
include the systematic use of the scientific problem-solving method for decisions, teaching
interventions, creating a supportive and safe environment, and addressing and meeting physical
needs (Ryan, 2005).
Without diminishing the importance of the physical aspect of care, Watson suggested
trim is not the core or center of nursing care. Rather, a symbiotic relationship exists between
trim and the transpersonal or extraconscious connection joining the nursing self and the spirit of
the other receiving care at that moment (Sitzman, 2007). Indeed, if done well, caring blends the
physical and expressive, the trim and the transpersonal aspects of care together thereby enabling
care to be fully wholistic (Sitzman, 2007). Carative factors within the expressive dimension
include growth and development of a care-based value system, instilling hope, sensitivity
towards and acceptance of the feelings of both self and others, developing a helping trusting
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relationship with the patient (Ryan, 2005), being fully present and engaged in interactions, and
being open to and addressing spiritual care needs of both self and others (Sitzman, 2007).
Watson believed each carative factor was central to the relationship-based care
interaction between nurse and patient and are reflective of human characteristics such as
kindness, love, and concern for others (Watson, 2006). These interactions and the
interconnectedness between self and others must be recognized as fluid, evolving, and involving
an exchange of energy between self and those cared for (Parker, 2006; Sitzman, 2007). This
dynamic further emphasizes the need for the nurse to mindfully nurture oneself thereby allowing
for an authenticity of care towards others (Caruso et al., 2008; Sitzman, 2007).
Upon this foundation of care the nurse acquires and applies the fundamental nature of
who and what they are as a practicing nurse (Sitzman & Muller, 2018). However, within this
theoretical framework, it stands to reason if care is hindered or thwarted due to any internal or
external factor, a moral dilemma for the nurse may ensue vis-à-vis the inconsistency or
incompatibility between the nurses’ core caring values and beliefs and the impeding factor
(Burton et al., 2020). In affirmation, Burston and Tuckett (2013) revealed moral and ethical
dilemmas can adversely deter and diminish the quality of care the nurse attempts to provide.
These moral dilemmas if not adequately addressed can lead to a phenomenon referred to as
moral distress (Rushton, 2018). Moral distress involves situations or threats whereby the
individual experiences feelings of helplessness, powerlessness, or an awareness of moral
suffering secondary to a perceived inability to act according to the dictates of their own
conscience (Dudzinski, 2016). Pointedly, perceived powerlessness to provide desired care for
others seems to constitute the very essence of moral distress for nursing (Young et al., 2017).
Furthermore, the necessary authentic transpersonal caring interaction between nurse and patient
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is obstructed secondary to the moral dilemma, further precipitating the nurse’s potential for
developing moral distress (Mason et al., 2014). Ultimately, when moral distress occurs, the
theoretical framework of caring is juxtaposed against the phenomenon of moral distress whereby
the nurse is unable to provide the essential care desired, resulting in possible harmful
intrapersonal consequences and outcomes (Dobrowolska & Palese, 2016).
From Novice to Expert Model
Introduced in 1982, Benner’s model examines how a nurse attains new knowledge and
skills from the novice stage to the expert stage (Ozdemir, 2019; Davis & Maisano, 2016).
Benner’s model is based on the Dreyfus model of skill acquisition (Dreyfus, 2004; Peña, 2010;
Gardner, 2012) which will be presented first. Then, Benner’s model will be discussed, including
nursing specific characteristics of each skill level.
Dreyfus Model of Skill Acquisition
The Dreyfus model of skill acquisition was based upon the phenomenological work
developed by Husserl (Dreyfus, 2002). Dreyfus primarily focused on how one gains
understanding related to the world through introspection, and by acquiring “know-how” through
practice and experience (Peña, 2010). According to Dreyfus (2002), individuals are surrounded
by an intentional arc of learning encompassing past, present, and possible future experiences.
While not specifically utilizing the term reflection, Dreyfus maintains past experiences are
remembered and connections are made between memories and present experiences. These
inferred reflective connections allow for growth and the ability to make more informed and
mature choices and actions in the future (Dreyfus, 2002). The Dreyfus model postulates when
individuals learn and acquire new skills, they gradually progress through several stages: novice,
advanced beginner, competent, proficient, and expert (Ogbuanya & Chukwuedo, 2017). As a
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novice, the individual is inexperienced, ridged, focused on following rules, and does not look
beyond this narrow scope. Advanced beginners demonstrate marginally acceptable performance
and have gained enough situational experience to recognize and remember significant recurring
elements (Benner, 1984). Over time, the individual gains more experience with improved
performance, leans less on strict rules, and is considered competent. As experience and
knowledge acquisition continues onward, the individual can incorporate intuition when making
decisions, can formulate plans, and can develop their own rules. The individual is now at the
level of proficiency. Lastly, the individual displays expertise by demonstrating an effortless
performance that occurs automatically, unconsciously, and no longer is based upon explicit
knowledge (Peña, 2010).
Benner’s Model
Benner’s model from novice to expert is highly reflective of the Dreyfus model
(Ramsburg & Childress, 2012). According to Benner, a nurse progresses through five different
skill levels: novice, advanced beginner, competent, proficient, and expert (Benner, 1984, 2001).
Each level reflects growth in understanding, skill, and experience. More specifically, as the nurse
progresses from novice to expert there is less reliance on abstract principles and more confidence
in concrete past experiences. There is also an advancement whereby the novice nurse moves
from seeing situations piecemeal to the expert nurse who has a wholistic view of situations,
problems, and issues. Benner (1982), like Dreyfus (2002), does not specifically refer to the
individuals’ employment of evaluative reflection. However, reflection is generally inferred at
each stage of growth as Benner suggests the individual relies more and more on reflective based
cognitive skills such as perception, recognition, judgement, remembrance, conscious and
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deliberate planning, and clarification of practice (Benner, 1982). Following are the stages of
Benner’s model:
Novice. Benner (1984) stated “at the heart of good clinical judgment and clinical wisdom
lies experiential learning from particular cases” (p. 189). Benner’s estimate therefore would
place the novice nurse as lacking in both clinical judgment and clinical wisdom. The novice
would include a nursing student with theoretical knowledge but no practical experience. The
novice learns standardized rules and guidelines and receives clear directions yet has no clinical
framework to have more than a concrete perspective of patient care needs (Davis & Maisano,
2016). Any exceptions or deviations from the rule or contradictory findings must be pointed out
to the novice (Benner, 2009). This leaves the novice with a limited and inflexible view towards
patient care situations. When encountering new situations, the novice nurse does not have the
experiential background or know how to apply new knowledge or skills to that situation (Hoeve
et al., 2020). Over time and with ongoing experience the novice nurse reaches the next stage and
becomes an advanced beginner (Thomas & Kellgren, 2017).
Advanced Beginner. A newly graduated nurse would be considered an advanced
beginner (Larrabee, 1999). With only clinical experience related to school behind them, the
newly acquired legal permission to work independently and concomitant increased level of
responsibility brings a change regarding how the nurse experiences both practice and
environment (Benner, 1984). Such independence rises the nurses’ level of engagement, leads to
an increased awareness of quality, and spurs them on to learn from feedback and by observing
the clinical performance of others (Benner, 1984). The advanced beginner continues to rely on
textbook knowledge related to assessments and interventions, the assistance of more experienced
nurses (Ozdemir, 2019; Davis & Maisano, 2016) and has difficulty identifying the more subtle
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aspects of clinical situations. Furthermore, the advanced beginner is not able to estimate a
patients’ level of severity or predict the patient’s possible health trajectory due to their lack of
experience (Benner, 1984).
Competent. After one to two years of practice, the nurse reaches the competent level
(Davis & Maisano, 2016). The competent nurse now has clinical experiences enabling faster
recognition of patient needs and projection of future outcomes, particularly related to the care of
similar patient populations (Benner, 1984, 2001). The competent nurse also attempts to reduce
unanticipated issues by planning, analyzing, and projecting for immediate and future clinical
needs recognizing there is no textbook to assist them (Carlson et al., 1989). At this point, the
competent nurse can also evaluate their own colleagues and identify those who are not yet
proficient or expert in their practice.
Proficient. The proficient nurse has an enhanced ability to read changing situations and
is more comfortable allowing the situation to guide his or her response (Ozdemir, 2019). While
difficult to articulate (Benner, 1984), the nurse relies more on clinical maxims and a keen
experiential skill-based assessment of patient care needs (Carlson et al., 1989). There is also
more openness to both confirmation and dis-confirmation of their assessments, and subsequently
the nurse applies reasoning and past experiences to understand this dynamic. Practice at this
level is much more differentiated, and as the nurse progresses forward, he or she becomes more
comfortable with this fluid environment, refining as they go (Thomas & Kellgren, 2017).
Expert. The last stage of Benner’s model is expert. Within the context of expert, the
nurse has experiential wisdom and demonstrates a grasp of the situation via wise responses and
interventions. Theory integration and the ability to envision end outcomes are possible, and
while the use of informed intuition may not be unique to the expert (Higham & Arrowsmith,
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2013), Benner suggests intuition plays a significant role in the expert nurses’ practice (Benner &
Tanner, 1987; Benner et al., 2009). Shifts in performance come quickly based on need as the
expert can swiftly assess emergent situations and provide an appropriate and integrated rapid
response. Intuition, integrating best practice, providing skillful and ethical care, and engaging in
relationship-based care are all hallmarks of the expert nurse (Benner, 1984, 2001). Clearly, the
expert nurse is the projected end-goal for a clinical nurse to aspire.
Biblical Worldview: Sola Scriptura and Practical Utility of the Theory of Human Caring
Hindson and Towns (2013) stated a worldview is, “how one perceives the meaning of life
itself” (p. 19). Worldview informs and impacts how one views reality, understands life, makes
informed decisions, and takes subsequent actions (Hindson & Towns, 2013). Therefore, ones’
worldview is the undergirding or rebar that holds together, unifies, melds, and coalesces ones’
purpose. It establishes the very context of life. Jean Watson’s theory of human caring provides
the theoretical framework for this study. The theory of human caring is greatly influenced by the
Zen Buddhist tradition (Sitzman, 2002; Sitzman & Watson, 2014). I hold and profess a biblical
worldview, and upon examination find certain assumptions and beliefs espoused in Watson’s
theory as incompatible with Scripture. However, while contextual beliefs may not align or agree,
the practical utility of the theory of human caring amid differing worldviews remains relevant, as
supported via the following arguments.
Sola Scriptura and Biblical Worldview
From the Great Reformation came the doctrine of Sola Scriptura, meaning Scripture is
the sole, final, and ultimate foundation for truth and authority (Keathley & Draper, 2001).
Upon this doctrine resides the concept of biblical worldview. Biblical worldview refers to seeing
and understanding life and the world through biblical truths (Smith, 2015). A biblical worldview

42
is built upon certain presuppositions. First, a biblical worldview necessitates holding the Bible as
the absolute source of all truth, meaning it is always true regardless of time, circumstance,
situation, or place (Hindson & Towns, 2013). Second, one must hold the Bible as authoritative,
meaning Scripture is accurate, trustworthy, sufficient for all areas of life, and inspired by God
himself (Keathley & Draper, 2001). Holding a biblical worldview based on the doctrine of Sola
Scriptura does not imply biblical truth cannot be found reflected in creation and even seen
through mankind (New International Version, 1978, Romans 1:18-20). However, a biblical
worldview does necessitate scrutinizing non-biblical theories and frameworks through the lens of
Scripture to winnow out the wheat from the chaff, the truth from non-biblical truth.
Biblical Discernment: Parsing Action from Belief
John Wesley, the theologian, and founder of Methodism suggested four sources of God
given authority exist for man to utilize when aspiring to ascertain truth. The first and foremost
authority was Scripture. As per a biblical worldview, Wesley believed in the absolute truth,
primacy, and supremacy of Scripture (McEllhenney, 1992). In conjunction with Scripture,
Wesley submitted that to aid in discernment God also provided mankind with reason, tradition,
and experience. Again, Wesley maintained reason, tradition, and experience were ultimately all
subordinate to Scripture. These four, Scripture, reason, tradition, and experience, were later to be
dubbed the Wesleyan quadrilateral (McEllhenney, 1992). A practical application of Wesley’s
quadrilateral regarding discernment of biblical truth in relation to Watson’s theory of human
caring would be as follows. According to Watson in her theory of human caring, caring and love
power the universe (Sitzman & Watson, 2017). Utilizing Wesley’s quadrilateral, if one assessed
this assertion through the lens of human reason, one might argue that the concept of love is good,
right, and reflective of the very nature of God. Further, the concept of caring is the logical
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actualized outcome of love. Therefore, perhaps this statement is true. Next, one may have been
raised in a tradition whereby love and caring were held in high esteem, and experientially knew
those who practiced and exhibited these qualities were greatly respected and deeply venerated,
thereby further supporting the possible truth of Watson’s belief. However, when assessing said
assertion against biblical truth, Scripture reveals the universe is not powered by the concepts of
love and caring. Rather, the universe and all within it was created and is sustained by the
personal love of God himself (New International Version, 1978, 1 John:4:8) through the person
of Christ himself (New International Version, 1978, John 1:3; Hebrews 1:2-3). Moreover, power
does not emanate from impersonal concepts such as love or caring. Instead, power originates and
proceeds from one personal source, namely God himself (New International Version, 1978,
Jeremiah 10:12-13; Romans 1:20). Therefore, when viewed through the lens of Scripture this
assertion must be rejected. However, the lens of reason, tradition, and experience did identify
elements of practical utility within its content. In other words, in this instance, when comparing
biblical worldview to the theory of human caring, while contextual views or beliefs may differ,
practical content was revealed to be similar. Next, for further evaluation of the practical utility of
the theory of human caring, one must move from comparative beliefs to comparative actions.
Thus far, a single assertion within the theory of human caring was evaluated by Scripture
and revealed a discordancy with Scripture. However, moving from comparative beliefs to
comparative actions there yielded areas of similarity supporting the practical utility of Watson’s
theory for this study. A biblical worldview consists of both faith and action (New International
Version, 1978, James 2:14-26). This inseparable relationship of faith and action is most evident
in God’s three mandates to mankind: The Creation Mandate, the Great Commandment, and the
Great Commission (Van Brummelen, 2002). While undergirding beliefs comparing Scripture and
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the theory of human caring differed, similarities of action were found upon evaluation of biblical
mandates and the theory of human caring.
The Creation Mandate is found in Genesis 1:28 and 2:15 (New International Version,
1978) and is a command by God to mankind to fill the earth and to be his co-regents in taking
care of the world. Van Brummelen (2002) suggests this mandate is the basis of caring service
towards others. Watson (2007) submitted caring for others is our focus, is intentional, mindful,
and involves genuine caring exchanges between self and those being care for. As mentioned,
though foundational beliefs differ, both Scripture and the theory of human caring agree mankind
is directed to care for one another. Therefore, within the context of caring in action, the practical
utility of caring for others espoused in the theory of human caring and the Creation Mandate
seem aligned.
While the Creation Mandate describes the “what” or content we are to provide for one
another i.e., caring stewardship or service, the Great Commandment specifies the purpose and
context for care, namely love of God and others (New International Version, 1978, Matthew
22:37-39; Van Brummelen, 2002). As previously noted, while the theory of human caring
focuses on love the concept (Sitzman & Watson, 2017), and the biblical worldview places focus
on personal love of God and then others (New International Version, 1978, Matthew 22:37-39),
both might agree it is love which establishes the context for caring service (Sitzman & Watson,
2017). Once again, though differing beliefs existed, the action of caring in love was similar. This
provides further collaborative evidence of the practical utility of the theory of human caring
whilst upholding a biblical worldview.
The last mandate referred to as the Great Commission directs to go, baptize, and teach the
world about the Lord (New International Version, 1978, Matthew 28:18-20). According to Luke,
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Christ reinforces the Great Commission by admonishing to be witnesses throughout the world
(New International Version, 1978, Acts 1:8). Both references stipulate who the recipients of this
witness are to be, which is everyone, everywhere. To particularize, specify, and actualize what
go, baptize, teach, and witness look like, Christ himself provided the action paradigm based on
caring and love for others by quoting from the prophet Isaiah in Luke (New International
Version, 1978, 4:18-19). Thus, the Great Commission demonstrates an amalgamation of faith
and action. The theory of human caring was grounded in a non-biblical worldview but also
amalgamized its eastern worldview with active caring for others. Therefore, as the Great
Commission is unrelated to Watson’s theory in foundational beliefs there are recognized
similarities of caring actions. Once more then, the practical utility of the theory of human caring
becomes evident.
Different worldviews can be contextually incompatible in beliefs. However, when
evaluating subsequent actions, in particular caring for others, one may encounter apparent
similarities. Such is the case when comparing a biblical worldview and resultant actions to
Watson’s theory of human caring with subsequent caring actions. Though a Christian is filled
with and empowered by the Holy Spirit (New International Version, 1978, John 20:22-23; Acts
2:1-4), speaks and acts in the name of the Lord (New International Version, 1978, Colossians
3:17), and upholds the goal of redemption (New International Version, 1978, Matthew 28:1820), the act of caring for others is not exclusive to Christianity. Such is the case regarding
Watson’s theory of human caring. These commonalities in caring acts therefore demonstrate the
practical utility of and allows for the application of Watson’s theory for this study. Furthermore,
regardless of worldview and belief, love of others must reflect understanding and an unbiased
commitment to compassionate care for all people. Ultimately, those suffering from moral distress
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with ensuing negative consequences need care and love. Perhaps then, maintaining Sola
Scriptura with a practical utilization of the theory of human caring related to moral distress and
nursing students may be quite apropos.
Related Literature
In the academic environment nursing students learn the principles, concepts, basic skills,
and caring abilities to then practice in the clinical setting under the supervision of faculty and a
staff preceptor (Albinsson et al., 2021). Students can focus on simple pathological issues,
interventions, and engage in basic patient centered caring interactions. However, the novice
nursing student does not yet have the experience or competence to adequately address complex
care issues or dilemmas (Benner, 1984). When encountering such dilemmas, the nursing student
may view such conflicts as stressors and impediments to their ability to provide care for their
patient. These stressors can become internalized by the student and may lead to intrapersonal
distress with potential negative psychosomatic consequences (Krautscheid et al., 2017). This
review of related literature presents the concept of caring related to nursing students and the
phenomenon of moral distress regarding nursing, and in particular nursing students. Moral
distress is further evaluated within the context of the present day COVID-19 pandemic, its effect
on nurses, and the lack of study related to moral distress and COVID-19’s impact on the nursing
student.
Caring and Nursing Students
Caring is a fundamental and core aspect of the nursing profession. Society reflects this
belief as individuals seeking care desire nurses who prioritize caring attitudes and actions
demonstrative through sympathetic presence, the ability to connect through communication, and
in being nonjudgmental (Griffiths et al., 2012). Generally, caring consists of two primary
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dimensions; physical and expressive (Labrague et al., 2015). The physical dimension is related to
meeting physiological needs through tasks, interventions, health teaching, and comfort related
care. The expressive dimension includes listening to and being with the patient, offering
emotional support, and being sensitive to the patients’ needs (Labrague et al., 2015).
From the nursing student perspective, caring is person centered and is viewed as stepping
into the world of those receiving care (Currie et al., 2015). Nursing students perceive expressive
caring interactions such as listening to and being with the patient as important as providing
physical care to their patients (Labrague et al., 2015). The nursing student strives to find ways
through direct patient interaction to build a caring and trusting relationship with those being
cared for (Albinsson et al., 2021). However, because they lack experience with caring
interactions, many students were confounded or had difficulty identifying how to engage in
caring practices (Albinsson et al., 2021).
The primary focus of nursing programs is to provide students with the knowledge and
skills necessary to give quality physical care to their patients. However, recognizing the need to
impart expressive caring attitudes and skills to their students, nursing programs strive to develop
and nurture expressive care skills in their students through care competencies (Dobrowolska &
Palese, 2016). Realizing the novice nursing student focuses primarily on tasks and procedures
(Benner, 1984), some nursing programs have aspired to augment caring practices by melding the
art of care into their curriculum (Cook et al., 2018). Others have viewed the integration of caring
into nursing curriculum as a moral imperative, seeking to strengthen students’ caring attitudes
and behaviors (Lee el al., 2016). Building and nurturing the nursing students’ caring practices
extends into the clinical setting as well. Nursing students appreciate caring as an important
aspect of professional nursing practice (Labrague et al., 2016) and often observe and learn caring
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practices from their clinical instructors. Clinical instructors reflecting caring attitudes and
behaviors towards the student through respect, dignity, and sincere interpersonal
communications model the art of caring and enhance the students caring for others (Hankavuo,
2020; Allari et al., 2020).
At times, nursing students may find their care-based values challenged by stressors and
or moral dilemmas. Tensions can arise between their own nursing specific caring ideals, and
barriers related to their clinical experiences. For instance, nursing students reported engaging in
face-to-face patient focused interactions as well as administering hands on care to the patient as
demonstrative of caring attitudes and behaviors (Khademian & Vizeshfar, 2008). Therefore,
unsurprisingly nursing students also reported not being able to spend adequate time with patients
and not being able to meet the needs of patients as a great source of stress (Sterner, 2019). Other
dilemmas included caring for patients with infectious disease related to fear of contagion, stigma
of the disease itself, and a lack of knowledge and experience caring for such patients (Pickles et
al., 2009). Nursing students’ can even experience caring practice related dilemmas from their
own clinical instructors. Nursing students reported barriers such as lack of support, feelings of
hostility and lack of motivation from the clinical instructor (Loftin et al., 2012) as care related
stressors. Ironically, Wojtowicz (2014) reported if nursing instructors are themselves struggling
with moral distress, they may actually increase the difficulties for the students. Regardless, if
these stressors and dilemmas continue and are not adequately addressed, nursing students may
experience a phenomenon called moral distress (Dobrowolska & Palese, 2016).
Moral Distress
The concept of moral distress was first identified by Jameton in the early 1980’s
(Jameton, 1984). Jameton recognized healthcare staff, particularly nursing, often encountered
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three different types of moral problems: moral uncertainty, moral dilemmas, and moral distress
(Ulrich & Grady, 2018). Jameton differentiated between moral distress and moral dilemma by
suggesting:
Moral distress means knowing the correct course of action but not being able to pursue it,
and moral dilemma refers to not knowing the correct moral choice when faced with a
number of options with different and important values (Burston & Tuckett, 2013, p. 312).
Ulrich and Grady (2018) suggested moral uncertainty is associated with moral ambiguity or a
lack of clarity regarding the correct action to take. Moral distress also differs from ethical
dilemma. An ethical dilemma involves an issue or problem which can be resolved by drawing
from two or more ethically valid principles such as beneficence, justice, autonomy, or nonmaleficence (Sasso, 2016). Campbell et al. (2016) speculated ones’ ability to comprehend
contributing factors to moral distress may happen over time through reflection on professional
values and obligations. If true, this realization could move an individual from moral uncertainty
to the state of moral distress. Regardless, when the individual is faced with a conflicting situation
and they chose to act contrary to their own moral judgement, a tension arises between their
professional values and the sense they failed to deliver the care or action they were morally
obligated to provide (Ulrich & Grady, 2018). Burston and Tuckett (2013) suggested three major
factors contribute to an individual’s propensity towards experiencing moral distress: the
individual him or herself, the site, and external influences:
The Individual
The experience of moral distress is foundationally based upon an individual’s personal
characteristics and qualities, worldview, and past experiences (Burston & Tuckett, 2013).
Personal characteristics include items such as a nurses’ perception of their role (Hanna, 2005),
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their knowledge base (Burston & Tuckett, 2013), confidence level, and perceived skill level
(Pauly et al., 2009). Other personal factors implicated as contributing to moral distress are a
nurses’ perceived lack of authority in allocating resources for patient care (Burston & Tuckett,
2013), an inability to make ethical decisions in challenging situations, a perceive lack of
empowerment (Malloy et al., 2009), lack of courage, self-doubt, and a fear of losing ones’ job
(Tiedje, 2000).
Experiences with moral distress can also vary depending upon an individuals’ worldview
and cultural background (Burston & Tuckett, 2013). Ones’ personal values and ethics,
expectations regarding quality of care, and sensitivity towards others all can play a role when
encountering moral conflicts (Millette, 1994; Burston & Tuckett, 2013). Nurses who were most
sensitive to moral conflict were found to be least able to cope well with moral distress and
demonstrated a high incidence of leaving their position (Millette, 1994).
Ones’ professional and life experiences may also impact an individual’s response to
morally distressing situations. Meaney (2002) suggested nurses with less experience dealing with
difficult ethical situations may be at higher risk for developing moral distress. Conversely,
Wilkinson (1987) suggested that more experienced nurses may encounter fewer instances of
moral distress, though no specific reason was provided to support this supposition. If lack of
experience does play a role in the incidence of moral distress, then the novice may be at a
particularly high risk.
The Site
Burston and Tuckett (2013) indicated the individuals’ site of practice may be a
contributor towards experiencing moral distress. The origin of these threats often resides in the
ethical climate and constraints within the institution or organization. For example, the ethical
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climate can be associated with moral distress if an organization tends to focus more on
economics, increased efficiency, and operational effectiveness. This fiscal focus can increase the
propensity towards encountering morally distressing situations (Pauly et al., 2009). These
conflicts or threats then impede or hinder ones’ ability to act in accordance with their own moral
agency (Morley et al., 2019). Within the context of supply and demand, insufficient resources
such as lack of time, lack of staff, lack of money, and lack of structures in place to assist with
moral and ethical conflicts have been associated with moral distress (Mänttäri-van der Kuip,
2016). Other contributing factors include the type of care being provided and the general
structure of the organization (Burston & Tuckett, 2013). The uniqueness of the practice setting
can be linked to morally and ethically stressful situations as well. For example, emergency
departments and intensive care areas frequently experience circumstances fraught with moral and
ethical difficulties such as end of life decisions, futile care, dangerous situations, long wait times,
overcrowding, and decreased bed capacity (Lauridsen, 2020; Colaco et al., 2019; Hiler et al.,
2018). Lastly, the skill and competency level of staff as well as staff’s negative attitudes towards
patients have been associated with moral distress where inadequately trained staff or perceived
low competency of staff have been identified as contributing factors (Brazil et al., 2010;
Wojtowicz et al., 2013).
External Influences
Burston and Tuckett (2013) explain external influences are variables which impact site
specific factors. For example, the economy, cost containment needs, access to care, and scarcity
or abundance of resources all influence the health of an organization and can contribute to moral
distress. Healthcare policy, regulations, and even evidence-based best practice changes influence
experiences with moral distress (Godfrey & Smith, 2002). Finally, the nurse is obligated to
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perform according to their scope of practice and the laws and standards of their state and federal
government, which at times can cause moral conflicts (Burston & Tuckett, 2013). Regardless,
these external influences can all potentially impinge on or prevent the nurse from taking the
course of action they believe is correct.
Consequences of Moral Distress
Wilkinson (1997) suggested the individual suffering from moral distress can experience
affective or emotional, cognitive, and behavioral consequences. Generally, in response to moral
distress the individual feels angst, helplessness, powerlessness, or a sense of moral threat.
(Dudzinski, 2016). Other general themes included lack of control, unrealistic expectations
(Ulrich & Grady, 2018), self-doubt (Laabs, 2007), and diminished self-esteem. Burton and
Tuckett (2013) believed individuals and specifically nurses are affected in two ways, internal
consequences focused on the nurse him or herself and consequences focused on the system.
Internal Consequences. Numerous internal psychosomatic and emotional responses
have been reported related to nurses suffering from moral distress. Prior to the actual situation, if
the nurse foresees a morally distressing situation is upcoming, they may feel an inner
anticipatory dread and even horror, followed by resignation, remorse, and grief post encounter
(Tiedje, 2000; Hanna, 2005). Frequently reported emotional responses include anger and
frustration secondary to knowing what the right action is but not being able to do it (Tiedje,
2000). Nurses also reported feeling higher levels of exhaustion, detachment, hopelessness, and
depression (Laabs, 2007; Green & Jeffers, 2006; Ferrell, 2006). Nurse reported physical
symptoms included difficulty sleeping, gastrointestinal problems, and headaches (Sasso et al.,
2016). The nurse may also develop burnout, and, to escape further distress, could leave the
nursing profession (Rushton, 2018).
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Scant literature exists regarding the role of spirituality related to moral distress (Branco,
2017). The spiritual well-being of an individual may have an influence on the individuals’
internal response to moral distress by decreasing its negative consequences and by improving the
persons’ quality of life (Soleimani et al., 2019). Soleimani suggests:
Spiritual well-being refers to the experience of positive feelings as a result of one’s
ability to experience meaning and purpose in life through his or her relation and
connectedness with the self, with others, and with a higher power (Soleimani et al., 2019,
p. 1103).
Spiritual well-being has been correlated with inner peace and the improved ability to manage
stress (Soleimani et al., 2019), as well as being a guiding force related to ones’ vision, values,
beliefs, and behaviors (Ahmad et al., 2011). Montgomery (2010) reported nurses experiencing
moral distress who were not spiritual were more prone to altering their care, feeling burnout, and
considering leaving their nursing position. Meanwhile, Elpern et al. (2005) found when
encountering morally distressing situations some individuals became spiritually cynical while
others became more spiritually secure.
System Related Consequences. Not only can the nurse experience internal feelings they
may also harbor negative feelings towards the system or those within the system (Burton &
Tuckett, 2013). The nurse can become callous and bitter towards patients, colleagues, and the
organization (Meaney, 2002). Furthermore, those receiving care from the nurse may be subject to
adverse effects secondary to the nurses’ reduced productivity and potential decreased safety of
care (Christodoulou-Fella, 2017). Ultimately, the nurse may decide to leave their position, the
organization, or even the profession (Green & Jeffers, 2006; Laabs, 2007; Schwarz, 2003).
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Nurses at greatest risk for experiencing negative consequences from moral distress are
those with inadequate coping mechanisms or resilience, and those more sensitive to moral
conflict (Wolf et al., 2016; Millette, 1994). Nurses with less experience dealing with difficult
moral and ethical situations may be at higher risk for developing moral distress as well (Meaney,
2002). Therefore, nursing students as inexperienced novices with little to no exposure to morally
challenging situations may be at high risk for developing moral distress and subsequent negative
outcomes.
Moral Resilience
The antithesis of moral distress is termed moral resilience. When an individual
encounters an anticipated or unanticipated moral challenge, a concomitant need for resolution
and a sense one must move on also arises (Schroeter, 2017). The subsequent response to that
challenge may produce an overall negative outcome, i.e., moral distress. However, the same
challenge could elicit an outcome that ultimately is both transformative and growth producing,
labeled moral resilience (Rushton, 2016). Moral resilience has been depicted as an evolving
concept (Rushton et al., 2017). Rushton (2016) defines moral resilience as, "the capacity of an
individual to sustain or restore his or her integrity in response to moral complexity, confusion,
distress, or setbacks" (p. 112). Lachman (2016) suggested moral resilience involves choosing to
respond to a moral challenge or adversity in a way which, from the individual’s perspective,
seems right. The choice leading to moral resilience may ultimately reduce personal suffering,
assist to safeguard integrity, and allow one to maintain a sense of purpose (Rushton, 2016).
Rushton (2016) explains moral resilience is centered on a persons’ moral experiences, and
focuses on the individuals’ values, beliefs, relationships and responsibilities, the complexity of
the moral challenge, the subsequent decision making, and the eventual moral struggle with
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ensuing aftereffects. Moral resilience has been associated with individual characteristics such as
self-confidence, perseverance, courage, adaptability, flexibility, and a realistic understanding of
painful consequences which could exist if the pathway towards resilience is trod (Lachman,
2016).
Moral Resilience and Nursing Students
Lachman (2016) believed acquiring moral resilience commences with self-confidence
and the willingness to speak and act. Furthermore, the individual demonstrates an ability to
recognize varying levels of moral responsibility are required secondary to the complexity of the
moral challenge. An element of moral courage is also requisite when speaking up (Jameton,
2017), which, when related to growth in moral resiliency, moral courage needs to be actualized
through practice (Lachman, 2016). Moral courage reflects the individual’s willingness, ability,
and inclination to speak up about an issue or dilemma (Murray, 2010). These characteristics may
place the novice nursing student at a significant disadvantage for developing moral resilience.
Characteristics such as self-confidence within the clinical setting, propensity to speak up, and
ability to identify complex clinical situations are already lacking. (Benner, 1984; Benner, 2009;
Davis & Maisano, 2016; Hoeve et al., 2020). Students are only beginning to understand the role
of being a nurse and build the assertiveness necessary to speak up in the clinical setting
(Aultman, 2008). The age of an individual has also been identified as a variable towards
cultivating moral resiliency. Gibson et al. (2020) reported a positive correlation between age and
moral resilience whereby the older a person is the more moral resiliency the person has. Once
again, this may leave the traditional college-aged student at a disadvantage when responding to a
moral challenge. Longer tenure as a nurse was also associated with higher levels of moral
resiliency (Clark, 2020), which again may be a shortcoming for the novice nursing student.

56
While there are various strategies for cultivating moral resilience (Wocial, 2020), and nursing
programs have been encouraged to integrate resilience education into curricula (Krautscheid et
al., 2020), findings in literature seem to indicate moral resilience is dependent on factors and
variables perhaps not yet attainable for the nursing student. Therefore, nursing students may have
a greater propensity towards developing moral distress then moral resilience.
Moral Distress and Nursing Students
While not mutually exclusive to healthcare, moral distress is frequently encountered in
health care settings and throughout health care organizations (Ulrich & Grady, 2018). Healthcare
professionals and particularly nurses are at high risk for experiencing moral distress (Jameton,
1984). Regardless of clinical area of practice, nurses in all settings can experience morally
distressing situations (Rushton et al., 2017). Nursing students are neither immune to
encountering morally challenging situations nor to experiencing moral distress. Nursing students
may be quite vulnerable to developing moral distress (Sasso et al., 2016). This vulnerability may
essentially commence in the academic setting, where Escolar-Chua (2018) believes nursing
students are not given adequate preparation to deal with morally distressing situations.
Apparently, simply being in a program of nursing and receiving training on ethics and caring
does not provide the individual any added benefit against the negative effects of morally
challenging situations when compared to other non-medial programs of study (Range &
Rotherham, 2010). Even the students’ age can play a role where the older the individual the more
resilient one may be when encountering distressing situations (Ohs & Gastmans, 2015).
Therefore, the traditionally aged nursing student may be at higher risk for developing moral
distress then older more experienced individuals. Furthermore, students reported disparities
between what is learned in the classroom and what students observe and experience in the
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clinical realm, leading to confusion and stress (Cantrell & Brown, 2005). With minimal clinical
experience, low self-confidence, narrow professional judgment, and a limited knowledge base
and training, the students’ ability to cope with morally distressing situations is diminished
(Comrie, 2012). This can cause feelings of insecurity, difficult relationships with colleagues and
clinical instructors, communication problems with staff, and a struggle in growth towards
independence (Sasso et al., 2016). Moreover, Garity (2009) suggested students are not taught
how to evaluate and resolve ethical dilemmas encountered in the clinical setting thereby further
placing them at risk for moral distress.
Various factors have been recognized as contributing to a nursing students’ experience
with moral distress. Moral and ethical challenges which are new and troubling for the nursing
student include end-of-life decision making, the use of either pharmacological or physical
restraints, abortion, and euthanasia (Callister et al., 2009). Nursing students may also find
themselves in difficult moral or ethical situations they are not emotionally equipped to manage
(Curtis, 2014). Examples of specific situations included witnessing painful patient procedures by
medical students, patient suffering secondary to lack of provider communication and continuity
and, caring for patients the student does not feel qualified to care for (Escolar-Chua, 2018).
Krautscheid et al. (2017) reported students are also distressed secondary to compromises in best
practice, a disrespect for the dignity of the patient, and a conflict with their own personal values.
Other identified factors included personal care or physical abuses of staff towards patients (Rees
et al., 2014), recognized healthcare disparities and inequities, a poor relationship with nursing
staff, the individual characteristics and values of the student, fear of not being able to maintain a
compassionate attitude post-graduation, and a lack of awareness and or sensitivity towards the
rights of patients (Range & Rotherham, 2010; Wojtowicz et al., 2014; Curtis, 2014). Reflecting
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their novice level of competence, nursing students reported not having the skills or knowledge
base to address safety, quality, ethical, or moral issues in the clinical setting (Krautscheid et al.,
2017).
When confronted with morally challenging situations nursing students often remain silent
instead of addressing the practice, quality, or safety issue (Bickoff et al., 2016), possibly due to
feelings of disempowerment or powerlessness (Savel & Munro, 2015), to preserve their
relationship with staff, due to their subordinate role as a student, and related to uncertainty about
voicing their feelings or opinion (Krautscheid et al., 2017). Gibson et al. (2020) suggested when
facing moral dilemmas in the clinical setting, qualities such as moral courage can assist the nurse
to adequately overcome and develop moral resilience. However, nursing students are still in the
process of learning the nursing role and have not yet developed the assertiveness to speak out
when encountering clinically complex situations and dilemmas (Lachman, 2016). This dynamic
may place the nursing student at risk for moral distress (Gibson et al., 2020). Students who
witnessed episodes of poor patient care and did not speak up due to a reported lack of courage
identified on-going struggles with moral distress (Bickhoff et al., 2017). Reader (2015)
suggested nursing students may also develop moral distress secondary to a fear of speaking out
related to possible retribution or punishment. Regardless of causes and factors, it is imperative
for nursing students to recognize and to deal with morally distressing situations. Not doing so
may have a possible detrimental impact on their becoming a nurse and ultimately continuing in
the nursing profession (Escolar-Cha, 2018).
As novices lacking experiential skills and limited knowledge base, nursing students
reported feeling especially inadequate when caring for acutely ill patients (Sterner, 2019).
Wojtowicz et al. (2013) identified nursing students as feeling helpless, torn, and frustrated when
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experiencing moral dilemmas secondary to student perceived poor quality of care for acute
mentally ill patients. Contributing to their feelings was the sense they were powerless and had no
one to turn to for assistance. Included with the acute population are patients with infectious
diseases. Caring for patients with infectious diseases presents a special challenge for nursing
students. A lack of knowledge and decreased compliance with infection care practices can place
both the patient and the student at risk for harm (Hassan, 2018).
In relation to moral distress, all these situations and experiences can lead to negative
consequences like those of practicing nurses. Nursing students can exhibit psychosomatic
symptoms such as feelings of powerlessness, helplessness, loss of self-esteem, anxiety, and
distraction (Reader, 2015), guilt, frustration, and depression (Escolar-Chua & Magpantay, 2019;
Sasso et al., 2016). Physical symptoms included difficulty sleeping, gastrointestinal problems,
and headaches (Sasso et al., 2016). Nursing students may also experience dissatisfaction with the
nursing profession, burnout, emotional breakdown, and a subsequent desire to leave nursing
(Sasso et al., 2016).
COVID-19: Fear, Stress, and Anxiety
According to the Johns Hopkins University Coronavirus Resource Center (2021), by the
end of October 2021, over 743,000 Americans and more than 4.9 million individuals worldwide
have died from COVID-19. Disconcertingly, various mapping and trajectory data indicate
COVID-19 is highly infectious, largely due to its droplet and even airborne transmission,
allowing its spread throughout the world at a very rapid pace (Loeffler-Wirth et al., 2020).
SARS-CoV-2 otherwise known as COVID-19 exhibits the capacity to insidiously enter a cell
membrane, highjack various physiological regulatory functions of the cell, and force it to engage
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in viral replication (Aliabadi et al., 2020). And while this explanation of its function is extremely
oversimplified, many of the physical consequences secondary to infection are clear.
Pathophysiological dynamics behind COVID-19’s function is not fully understood,
nevertheless many signs and symptoms of infection are apparent. Frequent symptoms include
cough, sore throat, fever, muscle aches, joint pain, fatigue, and headache. Mysterious symptoms
include loss of smell, loss of taste, and low blood oxygen levels without concomitant complaints
of shortness of breath (Van den Bruel, 2021). Oddly, many infected individuals exhibit no signs
or symptoms at all (Struyf, 2020). Serious symptoms include pneumonia, respiratory distress,
sepsis, and organ and system failure, all of which could lead to death. Furthermore, long-lasting
consequences of COVID-19 are now becoming more apparent, with many recovered individuals
reporting lingering aftereffects and disability (Galal et al., 2021).
Somatic symptoms are not the only maladies associated with COVID-19. Fear, anxiety,
depression, and stress, even for the uninfected, have become very evident (Morin & Carrier,
2021). Islam et al. (2020) reported quality of life and sense of well-being both worsen during
pandemics secondary to psychological trauma. To better comprehend the psychological effects
of COVID-19 on the public, the Fear of COVID-19 Scale was developed and has since been
utilized in numerous countries throughout the world (Ahorsu et al., 2020). While not measuring
the phenomenon of moral distress, findings from the Fear of COVID-19 Scale have largely
demonstrated that worldwide, fear, anxiety, and stress is rampant due to COVID-19 (Reznik et
al., 2020; Pakpour et al., 2020). These findings suggest COVID-19 could play a significant role
in the development and or exacerbation of moral distress, particularly for healthcare workers.
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Moral Distress and the COVID-19 Pandemic
The COVID-19 virus was thought to have originated in China and first became reported
publicly in December 2019 (Anderson-Shaw & Zar, 2020). It quickly spread into and through
Europe and surrounding countries. The first reported case in the United States was in
Washington state on January 19, 2020 (Holshue et al., 2020). The rate of transmission and spread
have demonstrated COVID-19 is highly infectious, difficult to contain (Gates, 2020; Holshue et
al., 2020), is able to rapidly overwhelm healthcare systems (Anderson-Shaw & Zar, 2020), and
carries a mortality rate of around 1% (Gates, 2020). Treating the sheer volume of COVID-19
hospitalized patients in and of itself has been mentally and emotionally taxing for caregivers.
Providing care for high numbers of infectious patients has been recognized as a particular source
of stress when compared to treating non-infectious patients during a catastrophe of similar
proportions such as a natural disaster (Maunder, 2009).
Caring for infectious patients and struggling with the related moral and ethical challenges
is not exclusive to the COVID-19 pandemic. The recognition of acquired immune deficiency
syndrome or AIDS subsequent to infection with the HIV virus in the 1980’s and later the Ebola
epidemics in the early to mid-2000’s revealed the tension between the caregivers’ moral mission
and obligation to provide health care verses the fear of infection and spread (Zuger & Miles,
1987; Minkoff & Ecker, 2015). Nevertheless, the advent of the COVID-19 pandemic has brought
a new dimension to moral distress within the healthcare environment.
At the beginning of the pandemic, an initial assessment of COVID-19 caregivers’ level of
well-being found high levels of anxiety, depression, insomnia, and moral distress (Ayanian,
2020). Identified factors included providing hands on care for patients with COVID-19 related to
fear of exposure, shortages of supplies such as personal protective equipment and ventilators, the
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high volumes of patients with COVID-19, and an unfamiliarity with caring for large numbers of
infected patients (Ayanian, 2020; Hossain, 2020). Unlike the AIDS pandemic and the Ebola
epidemic, stress from the immense volume of acutely ill and highly infectious patients with
COVID-19 overwhelming the health care system has not been experienced in recent times.
Caring for patients exhibiting symptoms of COVID-19 has placed nurses and care providers at
risk for exposure to and infection from the disease itself (Hossain, 2020), with some European
data reporting healthcare worker infection rates as high as 26% (The Lancet, 2020). Further
exacerbating the fear of healthcare worker infection included the lack of personal protective
equipment designed to protect the care provider from possible contamination and subsequent
infection (Jacobs & Manfredi, 2020; Hossain, 2020). Therefore, due to resource rationing, nurses
and providers have been faced with compromising their personal and professional integrity,
recognizing the disparity between the care desired and the ability to provide that care (Jacobs &
Manfredi, 2020). Furthermore, fear of contamination is not focused singularly on the individual
caregiver. Hospital acquired infection presented an additional dilemma for care-providers due to
the concern of spread to loved ones (4 ways COVID-19 is causing moral distress among
physicians, 2020).
Another nuance with the COVID-19 pandemic became apparent as nurses and caregivers
witnessed extreme suffering not only due to the pathological nature of the disease itself, but also
due to the isolation patients with COVID-19 endured secondary to restricted visitation from
family and loved ones (Morley et al., 2020). Hospital visitation policies have placed patients
with COVID-19 in isolation and separation from family and loved ones, even when death was
anticipated or imminent (John & Venville, 2020). Wakam et al. (2020) stated, “The fear of dying
alone is nearly universal—a fact of which anyone who’s taken care of a critically ill patient is
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acutely aware” (p. 3). This singular dynamic has exacted a tremendous emotional and
psychological toll on healthcare staff (Anderson-Shaw & Zar, 2020; John & Venville, 2020).
Beyond this suffering, additional dilemmas included underfunding to secure needed staff and
supplies (Sheather & Fidler, 2021), limited patient beds and assistive breathing equipment such
as ventilators (Cacchione, 2020), the rationing of care in specialty areas such as emergency
departments and critical care areas related to overcrowding, scarcity of protective equipment, and
lack of specialized staff to care for patients with COVID-19 (Han & Luc, 2020). This produces a
dichotomy whereby the public expectation is for nurses and providers to give care regardless of
situation or circumstance, yet this leaves the nurse with a sense of martyrdom, where placing
duty of care comes above all else, even their own well-being (Ramji, 2020). These factors leave
nurses at risk for developing moral distress (Cacchione, 2020). Lastly, the psychosomatic and
emotional signs and symptoms of moral distress during the COVID-19 pandemic mirrored
previous mentioned findings pre-COVID-19. Furthermore, consequences can have a long term if
not lasting impact on both the individual and the nursing profession, as nurses have demonstrated
a higher risk for burnout and for leaving nursing (Jacobs & Manfredi, 2020).
COVID-19 and the Nursing Student
Literature strongly suggests nursing students are stressed related to the COVID-19
pandemic (Kadappuran & De Guzman, 2020; Falguera, 2021; Wang, 2021; Taş, 2021; Aslan &
Pekince, 2021; Ozturk Copur, 2021; Kochuvilayil et al., 2021). Causative factors for nursing
students’ stress include fear of contracting COVID-19 during a clinical rotation (Kochuvilayil et
al., 2021; Tas, 2021), fear of loved ones becoming infected with the virus (Ozturk Copur, 2021),
stress over remote learning (Kochuvilayil et al., 2021; Ozturk Copur, 2021), and financial
concerns due to social isolation (Kochuvilayil et al., 2021). Identified risk factors for developing
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high anxiety include age and sex of the nursing student, with younger students reporting higher
levels of anxiety then older students and females reporting higher levels of anxiety then males
(Aslan & Pekince, 2021); level of the student, with fourth year students reporting lower levels of
stress then first year students (Falguera, 2021); and nursing students who attempted to suppress
rather than express their fears exhibiting higher levels of anxiety (Wang, 2021). Psychosomatic
symptoms include anxiety, depression, high irritability, sleep disturbances, and poor dietary
intake (Taş, 2021; Erkin, 2021; Falguera, 2021). Çiftçi (2021) reported as nursing students’
anxiety increased, their attitude towards the nursing profession decreased, with some students
strongly considering leaving the nursing profession (Falguera, 2021). Clearly, during the
COVID-19 pandemic nursing students are stressed and experiencing deleterious physical and
psychosocial effects due to their stress. However, it remains to be determined whether nursing
students are experiencing the phenomenon of moral distress during the COVID-19 pandemic.
Moral Distress and Nursing Students during the COVID-19 Pandemic
The onslaught of acutely ill patients with COVID-19 overwhelmed the country of Spain,
leading to a desperate need for nursing staff to care for the seriously ill and hospitalized. To meet
this need, final year nursing students were encouraged to continue their program of study and at
the same time work in the hospital setting as a nurse (Gómez-Ibáñez et al., 2020). Experienced
healthcare workers were already reporting high levels of stress, anxiety, and fear related to the
high volumes and accompanying dread of contamination (Tsamakis et al., 2020; Collado-Boira
et al., 2020). Nevertheless, with a sense of moral obligation and for some a social pressure to
work, many students did volunteer, even though most reported feeling great stress, fear of the
unknown, anxiety, and uncertainty (Gómez-Ibáñez et al., 2020). Once in the hospital
environment and providing care to infected patients, the students felt a strong responsibility,
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recognizing staffing needs were grave, patients were critically ill and dying, and no one else was
available to meet the emergent need. Meanwhile, they experienced guilt for placing their loved
ones at risk if they themselves become infected, had little confidence in the care they provided,
were fearful and cried a lot, were frustrated at the tremendous workload, and many self-isolated
to protect others from contagion, leading to feelings of sadness and loneliness (Gómez-Ibáñez et
al., 2020). As time continued, students were encouraged by staff, realized they were learning and
developing nursing skills rapidly, and felt committed to the sacrifice they were making. Yet, they
described how they could not disconnect from the tragedies they were witnessing, with some
even suggesting in the future they may exhibit psychological consequences from their experience
(Gómez-Ibáñez et al., 2020). Ultimately though, all reported they would become a nurse again,
and affirmed for them nursing was more than a job, it was a calling.
The described narrative, albeit exceptional and to the extreme, demonstrated the paradox
many nursing students may encounter today when entering the clinical setting. While not focused
on the phenomenon of moral distress, the account was the only report found in literature
chronicling nursing students experience and subsequent feelings during the COVID-19
pandemic. Studies revealed nursing students can develop moral distress with subsequent
psychosomatic illnesses similar to experienced nurses (Sasso et al., 2016; Reader, 2015; EscolarChua & Magpantay, 2019). However, what has not been studied is whether nursing students are
at risk for developing moral distress during and perhaps related to the COVID-19 pandemic.
Therefore, this research explored the phenomenon of moral distress and nursing students during
the COVID-19 pandemic. Findings from this study may benefit nursing faculty to develop
preventative interventions to safeguard nursing students from developing moral distress, and to
assess and intervene when signs and symptoms of moral distress are evident in their students.
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Summary
Caring for others is central to the nursing profession (Johnson-Otero, 2009). Due to the
fundamental nature of caring in nursing, caring competencies are even taught in nursing
programs (Dobrowolska & Palese, 2016). Nursing students bring their own caring ideals into the
practical environment (Khademian & Vizeshfar, 2008). However, these ideals may conflict with
observed practices in the clinical setting thereby causing moral and ethical dilemmas for the
novice nursing student (Cantrell & Brown, 2005). Such dilemmas can lead to moral distress.
Moral distress can occur when an individual’s internal beliefs and perceived responsibilities are
discordant with external factors such as environmental stressors and workplace culture (Zavotsky
& Chan 2016). Moral distress can negatively impact health care professionals and nursing in
particular, causing both psychosomatic impairments as well as burnout, and even leading to the
nurse leaving the profession (Green & Jeffers, 2006; Laabs, 2007; Schwarz, 2003).
Nursing students are not immune to the negative impact of moral distress and have
suffered similar consequences and after-effects (Sasso et al., 2016). Nursing students may be at
an even higher risk for moral distress due to their lack of experience and limited ability to
address perceived quality, safety, moral and ethical issues (Comrie, 2012). These deficits also
seem to indicate the nursing student has a lower propensity towards cultivating moral resilience,
the antithesis of moral distress.
COVID-19 specific stressors may exacerbate and lead to moral distress including caring
for the patient with COVID-19, a shortage of personal protective equipment and supplies, and
witnessing the isolation of patients from family and loved ones (Ayanian, 2020; Hossain, 2020).
While the risk for developing moral distress for healthcare workers during the COVID-19
pandemic is documented, an identified gap exists regarding moral distress and nursing students
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during the COVID-19 pandemic. Nursing students are stressed during the COVID-19 pandemic
(Kadappuran & De Guzman, 2020; Kochuvilayil et al., 2021), and may be at particular risk of
suffering from moral distress at this time (Gómez-Ibáñez et al., 2020; Sterner, 2019). By
exploring the phenomenon of moral distress and nursing students during the COVID-19
pandemic nursing faculty may learn how to support students and prevent the development of
moral distress. Furthermore, nursing faculty may better recognize the signs and symptoms of
moral distress in nursing students suffering from its affects and address such manifestations
before more damage is done.
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CHAPTER THREE: METHODS
Overview
The purpose of this qualitative research was to explore the phenomenon of moral distress
for nursing students engaged in clinical experiences during the COVID-19 pandemic. Chapter
three supplies methodological detail on research design, data collection, and data analysis for this
study. Research questions, setting, participants, and procedure are also presented. Furthermore,
my role as researcher, trustworthiness of the study, and ethical considerations is described.
Lastly, a conclusion in the form of a summary is provided.
Design
This qualitative study utilized a hermeneutical phenomenological design. Qualitative
research provides an avenue to explore and comprehend how individuals or groups view or
interpret a social or human problem (Creswell & Creswell, 2018). This inquiry based
methodological approach (Creswell & Poth, 2018) analyzes data collected in a natural setting via
research questions and other means designed to glean from participants deep and complex
themes or categories about the concept or problem of interest (Creswell & Guetterman, 2019).
Ultimately, the qualitative researcher constructs a “complex, holistic picture” vis-à-vis the
participants’ perspective of the phenomenon (Creswell & Poth, 2018, p. 326). The phenomenon
of interest to be explored in this study is termed moral distress.
Husserl, considered the father of phenomenology (Laverty, 2003), viewed the
phenomenological method as a unique way to understand humans’ internal experience to the
world (van Manen, 2014). Moustakas (1994) suggested Husserl referred to this approach as
phenomenology as, how one perceives and is cognizant of an object constitutes the only data to
be examined and explored. Moustakas (1994) stated, “Because all knowledge and experience
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are connected to phenomena, things in consciousness that appear in the surrounding world,
inevitably a unity must exist between ourselves as knowers and the things or objects that we
come to know and depend upon” (p. 44). These views further advanced the attempt to derive
meaning from or find the essence of one’s lived experience related to a phenomenon
(Polkinghorne, 1983).
Moustakas (1994) recognized, “In phenomenological science, a relationship always exists
between the external perception of natural objects and internal perceptions, memories, and
judgments” (p. 47). However, herein lies a tension between the researchers’ perception of a
phenomenon verses the perceived reality of the same phenomenon by another. Clearly, as a
phenomenological researcher investigates the lived experiences of others a certain amount of
bias secondary to the researchers own experiences may become apparent. To address this
dynamic, Husserl suggested the researcher needs to bracket out or suspend their own beliefs and
views about the phenomena thereby allowing a clear and unbiased understanding of phenomenal
essence (Klein & Westcott, 1994; Polkinghorne, 1983). Such stringent bracketing via complete
suspension of belief has since been challenged with the submission a researcher may recognize
their own experiences yet maintain a cultivation of doubt (Jones, 1975). Others maintain
bracketing is improbable albeit impossible to achieve (Annells, 1996).
Beyond bracketing, the phenomenological researcher, “establishes and carries out a series
of methods and procedures that satisfy the requirements of an organized, disciplined and
systematic study” (Moustakas, 1994, p. 103). To maintain integrity and truthfulness, these
methods and procedures are systematic, orderly, careful, and rigorous (Moustakas, 1994).
Methods include features such as emphasis, exploration, and presentation of a lived experience
related to a specific phenomenon, data collection including interviews of participants, analysis of
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data designed to determine the essence of said experience, and a narrative description of findings
(Creswell & Poth, 2018; Creswell & Guetterman, 2019).
Heidegger, a student of Husserl, first conceived the concept of hermeneutical
phenomenology (Laverty, 2003). Hermeneutic phenomenology proceeds with the same tenets of
phenomenology yet espouses people and the world are inextricably linked via cultural, social,
and historical contexts (Goble & Yin, 2014; Laverty, 2003). Therefore, one’s interpretation and
understanding of a phenomenon is impacted and shaped vis-à-vis one’s contextual self. These
contexts provide a pre-understanding or reference point to interpret a phenomenon upon initial
exposure (Koch,1995).
The hermeneutical phenomenological design was chosen as I sought to explore and
describe the meaning of moral distress related to participants lived experiences during the
COVID-19 pandemic. Ultimately, participant experiences with the phenomenon were analyzed
to reveal the described essence of moral distress (Creswell & Poth, 2018). For this study moral
distress was defined as care situations or dilemmas where there is an inconsistency or
incompatibility between how the nursing student is expected to behave and his or her personal
values and or beliefs (Burton et al., 2020).
Research Questions
This hermeneutical phenomenological study was guided by the following questions:
Central Research Question (CRQ)
As described by participants, what is the lived experience of moral distress for nursing
student’s during the COVID-19 pandemic?
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Sub-Questions (SQ)
SQ1: During the COVID-19 pandemic, what factors do nursing students identify as
leading to moral distress?
SQ2: How has the nursing students’ experience with moral distress during COVID-19
affected their views towards becoming a nurse?
SQ3: How has the nursing students’ experience with moral distress during COVID-19
impacted their well-being?
SQ4: What coping strategies are nursing students utilizing to deal with any morally
distressing feelings and thoughts?
Setting
The setting for this research study included two sites (Creswell & Poth, 2018). The
number of sites utilized was related to the number of participants meeting the established
enrollment criteria. I attempted to recruit all participants from a single site. However, a second
site was needed to meet the minimum number of participants. While the suggested number of
participants in a phenomenological study varies (Creswell & Poth, 2018), this study enrolled
thirteen participants.
For site anonymity a pseudonym was assigned to participating sites. This pseudonym was
alphabetical beginning with the letter “A”. Therefore, site one was labeled site A, and site two
was labeled as site B. Each site represented a nursing program within the United States. Site A is
a school of nursing and part of a university found within a suburban setting in the Southeastern
portion of the United States, is CCNE (Commission on Collegiate Nursing Education) accredited
and requires four years of study. Graduates receive a bachelor’s degree in nursing and can sit for
the state registered nurse examination. This program is overseen by a dean of nursing. Site B is a
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school of nursing and part of a university found within an urban setting in the Northeastern
portion of the United States, is CCNE accredited and requires four years of study. Graduates
receive a bachelor’s degree in nursing and can sit for the state registered nurse examination. This
nursing program is overseen by a dean of nursing. Each site offered between 40 and 80 potential
participants. To assure site anonymity, further demographic information such as number of
nursing students, ethnicity of students, and other site-specific data was not collected from sites
participating in this study.
The setting for interviews was in a quiet, relaxed, non-threatening environment to allow
for maximum elicitation of information (Creswell & Poth, 2018). My goal was to conduct most
interviews in person. However, for both student and researcher convenience, interviews were
conducted via phone conversation.
Participants
Participants were nursing students enrolled in a program of study enabling the participant
to sit for the registered nurse state examination, who were at least 18 years of age, and who
engaged in clinical nursing experiences during the COVID-19 pandemic. Sites denoted as Site A
and Site B offered roughly 40-80 potential participants each. Participants also self-identified as
having experienced the phenomenon of moral distress (van Manen, 2014). Self-identification
was accomplished by providing the definition of moral distress and allowing participants to
identify whether they have experienced moral distress or not. In conjunction with moral distress
self-identification, nursing students were also asked to specifically consider having experienced
moral distress during the COVID-19 pandemic. During recruitment I clearly communicated to
potential participants that in no way did I have any authority over them or their decision whether
to participate. Confidentiality of participating nursing students was maintained via a unique
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identifier specific to the individual (Polit et al., 2001). The unique identifier was an alphabetical
pseudonym name starting with the letter “A”. Therefore, participant one was labeled as Allison,
participant two Betty, etc. This unique identifier followed the participant throughout the study
thereby maintaining the students’ confidentiality. This identifier also enabled me to link
interview data, journal and text entries, and artifact data. Table 1 displays demographic
information of each participant.
Table 1
Participant Demographics
Student Pseudonym

Site

Year of Study

Gender

Allison

A

Senior

Female

Betty

A

Senior

Female

Cathy

A

Senior

Female

Debbie

B

Senior

Female

Erica

B

Senior

Female

Faith

B

Senior

Female

Gary

Anonymous

Anonymous

Male

Hope

B

Senior

Female

Isabel

B

Senior

Female

Jamie

A

Senior

Female

Kayla

B

Senior

Female

Lisa

A

Senior

Female

Marie

A

Senior

Female
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The method of participant selection was via purposeful sampling. The goal of purposeful
sampling is to intentionally enroll individuals who have experienced the phenomenon of interest
thereby providing information-rich sources of inquiry (Gall et al., 2007). The intent of purposeful
sampling is not related to population generalizability, rather to gather an in-depth understanding
of participants lived experience with the phenomenon (Gall et al., 2007). Furthermore, this study
utilized the purposeful sampling strategy of criterion sampling.
Criterion sampling required all participants to have experienced the phenomenon being
studied (Creswell & Poth, 2018). The further contextual supposition and criterion of this
qualitative study required participants be nursing students during the COVID-19 pandemic.
Literature has demonstrated COVID-19 can possibly cause and or exacerbate moral distress
(Morley et al., 2020; Han & Luc, 2020; Cacchione, 2020; Jacobs & Manfredi, 2020). COVID-19
has also been shown to cause increased fear and anxiety among the general population on an
international scale (Ahorsu et al., 2020; Scarf, 2020; Soraci et al., 2020; Satici et al., 2020;
Reznik et al., 2020). Health care workers and in particular nurses (Garcia- Reyna, 2020), as well
as college students (Harrington, 2020), also reported higher levels of fear and anxiety related to
COVID-19. Therefore, while being a nursing student during the pandemic may increase or
exacerbate the potential towards developing moral distress, no literature was found documenting
nursing students experience with moral distress during the COVID-19 pandemic.
Procedures
This qualitative study commenced following successful proposal approvals and defense.
Immediately following the successful proposal defense, I sought the appropriate approval from
Liberty University’s Institutional Review Board (IRB), and once obtained endorsement and
approval from both sites. I also sought experts in the field who reviewed interview questions to
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ensure clarity and to affirm questions would capture data related to moral distress (Moustaskas,
1994). Furthermore, I conducted a pilot interview with a small sample of 2 newly graduated
nurses to ensure clarity of questions and wording. Once the approvals and reviews were obtained
and completed, I then started participant recruitment.
As per participant criteria, participants were nursing students within the sites’ nursing
program who had engaged in clinical experiences during COVID-19 and who self-identified as
experiencing the phenomenon of moral distress. Participants had class status of either junior or
senior level. The following process was utilized for participant recruitment.
1. I personally communicated with the program director or designee from each site asking
permission to recruit nursing students via the Participant Informational Letter (see appendix A)
with accompanying email introduction. The Participant Informational Letter described the study,
the purpose of the study, participation criteria, what participation entailed, and anticipated time
requirements.
2. Nursing students received the Participant Informational Letter electronically and or in
person and were provided the opportunity to ask questions via email or in person.
3. Students were made aware all participants who complete the study would receive a
$25.00 VISA gift card.
4. Students interested in participating emailed me stating their intent to participate. They
then received via email a consent instruction form, which contained a link to the full consent (see
appendix C). Students who consented to participate typed their name and date on the form,
downloaded and saved a copy for their records, then emailed as an attachment their signed
consent back to me.
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4. Once I received their signed consent, I scheduled a date and time to interview them.
Participants were free to send their two journal entries and their two pictures with textual
explanation either before or after the interview.
5. Following each audio-recorded interview, interview data was transcribed into a textual
document and then downloaded into the qualitative analytical software Dedoose (2019). Thirteen
participants were included in this study. Incorporated into the signed consent was a unique
identifier pseudonym which allowed me to match all data from the participant as well as to
assure participant confidentiality. Only I had access to consent forms and to password secured
data.
Qualitative research typically employs multiple venues for data collection (Creswell &
Creswell, 2018). Data collection for this study included one on one phone interviews, two
pictures of items or objects which represented participants’ thoughts and feelings related to
moral distress, participant texts related to and explaining the photo artifact, and two journal
entries. Interviews were semi-structured with each participant at a pre-determined date and time.
Interviews were audio recorded and transcribed. Interviews were by phone and were usually no
more than 30 minutes in length. Participants also took pictures using their smartphone or
downloaded from the internet images which represent their feelings and thoughts related to
moral distress. Pictures were sent as an attachment with an accompanying text detailing how the
picture or image represented moral distress for them. Participants also recorded two journal
entries reflective of a situation or circumstance they experienced related to moral distress during
the COVID-19 pandemic. Participants either submitted their pictures and journal entries before
or after the interview, and could refer to their pictures, texts, and journal entries during the
interview thereby augmenting interview data and allowing for clearer differentiation between
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COVID-19 and non-COVID-19 related stressors. Journal entries and pictures were forwarded to
me within one week following the interview.
Data analysis followed the strategies outlined by Creswell and Poth (2018) whereby data
was initially prepared and organized with the assistance of the qualitative software Dedoose
(2019). Preparation included transcription of interviews and organization of photos, texts, and
journal entries. Data was then coded and ultimately condensed into themes thereby revealing the
essence of participants lived experience with moral distress during the COVID-19 pandemic.
Lastly, data was reported via narrative accounts and with an applicable and appropriate
demographic table.
The Researcher’s Role
This dissertation, as my final research project, was personal (Lei, 2009). As a researcher,
I admittedly brought a clear bias related to the phenomenon of moral distress during the COVID19 pandemic. I have been and continue to be a registered nurse practicing in an Emergency
Department (ED) during the COVID-19 pandemic, have cared for numerous COVID-19 infected
patients, and have personally witnessed and experienced moral dilemmas and subsequent signs
of moral distress during the COVID-19 pandemic. My own observations related to patient and
family suffering, the suffering of my nursing colleagues, and views on my own suffering have
been markedly and acutely enhanced since the advent of COVID-19. Psychosomatic illness,
burnout, and leaving the ED setting have become more pronounced among ED nursing staff.
Experientially, I had noted while some nurses deal with stressors better than others, some of my
colleagues displayed outbursts of anger and frustration, anxiety and depression, and would
frequently engage in unhealthy forms of coping such as increased alcohol usage. These are all
signs of moral distress, and in particular signs of moral distress during the pandemic
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(Christodoulou-Fella, 2017; Dudzinski, 2016; Rushton, 2018; Morley et al., 2020; Jacobs &
Manfredi, 2020). Seeing these negative dynamics unfold with experienced nurses, I had
questioned how nursing students were faring during this time.
As a previous nursing instructor and adjunct faculty member in a nursing program, while
I currently have minimal to no direct affiliation with any potential site or potential participants, I
learned to appreciate the uncertainty, stress, and anxiety caring for others can bring for nursing
students. My former students encountered moral dilemmas from nursing staff, patients, and
patient families, which I now understand can lead to moral distress (Sasso et al., 2016;
Krautscheid et al., 2017; Sterner, 2019; Hassan, 2018). Since the COVID-19 pandemic, I have
had a continued and growing concern for nursing students, who clearly are the nursing caregivers
of the future. It was within this context I sought to explore the phenomenon of moral distress and
the nursing student during the COVID-19 pandemic.
Following Moustaka’s (1994) approach to conducting phenomenological research, I
acknowledged as researcher I would bring my own experiences and biases into the study. Having
experienced moral distress myself, I addressed this bias by utilizing the concept of bracketing
(van Manen, 2014). My own biblical worldview and other biases were also bracketed thereby not
influencing or impeding the research process. I also maintained personal reflections throughout
data collection and data analysis thereby enabling me to identify and consider my own thoughts
and feelings. These techniques assisted me to gain a deeper understanding of the essence of
moral distress for both participants and my own self (van Manen, 1990). During data collection,
particularly when engaged in interviews, I was more aware of and understanding towards
emotions and responses shared. During data analysis, I believe I was also more in tune with any
subtle nuances which pointed towards specific themes. Ultimately, I believe my own experiences
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allowed me to convey deeper empathy and greater sensitivity towards others who shared in the
lived experience of moral distress.
Data Collection
I utilized three different forms of data collection for this study: artifact analysis,
documents in the form of text messages and journal entries, and semi-structured one on one
interviews. Data was first collected via two photos with an accompanying document in the form
of text messages. Secondly, data was collected in the form of journal entries. The participants
were asked to make at least two entries of at least one paragraph each. The participants could
refer to the journal during the interview to assist them in discussions. The journal and pictures or
images with accompanying text were collected no more than one week following the interview.
Lastly, the interview was conducted via phone, with participants provided the opportunity to
incorporate photos, text messages, and journal entries into the interview process. Photos, texts,
and journal entries along with the interview served to provide corroborating evidence through
triangulation of the participants lived experience with moral distress during the COVID-19
pandemic (Erlandson et al., 1993; Lincoln & Guba, 1985; Miles & Huberman, 1994; Patton,
1980, 1990, 2015).
Artifact Analysis
Participants were asked to use their smartphone to take or download from the internet at
least two pictures of objects which represented their experience with moral distress during
COVID-19. I specifically requested no people be included in any photos unless they explicitly
consent to their photo being taken and shared with me. Photos are considered an acceptable
audiovisual material used for the purpose of data collection in qualitative research (Creswell,
2016). Photos were sent to me via text or email as an attachment and I maintained a file of
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photos for each participant in Dedoose (2019). I requested a textual explanation accompany each
photo. Photos were incorporated into the interview process whereby the participant was given the
opportunity to share other information or insights about each photo not already provided to me.
Document Analysis
Participants provided two forms of documents describing their lived experience with
moral distress, text explanation of their photos and journal entries. Participants shared as a
journal entry (Creswell, 2016) two memories of experiences, feelings, moral dilemmas, or any
psychosomatic signs and symptoms related to moral distress. Other thoughts which stimulated
remembrances of their lived experience of moral distress during COVID-19 could also be
recorded. This could include thoughts and feelings related to COVID-19 itself which may have
caused them stress, fear, and anxiety (Soraci et al., 2020; Satici et al., 2020; Reznik et al., 2020).
At least two entries consisting of no more than one paragraph each was requested. Journal
prompts were provided allowing for specific focus on and enhanced recall of episodes related to
moral distress. Participants could refer to their journal during the interview. Furthermore, the
participant could utilize and refer to photos, images, and texts during the interview process. If not
already sent to me prior to the phone interview, journals were to be sent no more than one week
following the interview.
Interviews
The interview was constructed from research questions and designed to elicit knowledge
and insights of the participants lived experience with moral distress during COVID-19
(Brinkmann & Kvale, 2015). Interviews were my last opportunity for data collection with
participants and were augmented by previously shared photos, texts, and journal entries. The
interview was semi-structured and took place via phone. During the interview process I utilized
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open ended questions with subsequent follow up questions allowing for clarification (Moustakas,
1994). Audio recorded phone interviews allowed for a quiet and calm environment. Interviews
usually lasted no more than 30 minutes.
Interview Questions
Prior to the questions portion, the participant introduced themself as if we had just met. I
reminded the participant interviews were recorded and confidential. Maintaining what follows as
context, “As a nursing student during the COVID-19 pandemic…”, I asked the following
interview questions (see appendix B):
1. Using your photos, texts, and journal entries to assist you, please describe what moral
distress means to you. (CRQ, SQ1)
2. What ethical concerns (or moral dilemmas) have you encountered that have caused you
to experience moral distress? (CRQ, SQ1)
3. What COVID-19 specific ethical concerns (or moral dilemmas) have your encountered
that have caused you to experience moral distress? (CRQ, SQ1)
4. How has COVID-19 impacted or affected your ability to bond or connect with your
patients? (CRQ, SQ1, SQ2, SQ3)
5. What physical symptoms have you experienced related to moral distress? (CRQ, SQ3)
6. What emotional symptoms have you experience related to moral distress? (CRQ, SQ3)
7. What spiritual struggles have you experienced related to moral distress? (CRQ, SQ3)
8. In what ways has witnessing nursing staff and others caring for COVID-19 infected
patients contributed to your feelings of moral distress? (CRQ, SQ1)
9. What do you do to cope with the feelings or thoughts you’ve had related to moral
distress? (CRQ, SQ3, SQ4)
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10. How has moral distress impacted your view on becoming a nurse? (CRQ, SQ2).
11. How has moral distress shaped your views of the nursing profession? (CRQ, SQ2)
12. What else would you like to share with me related to your experience with moral
distress during the COVID-19 pandemic? (CRQ, SQ1, SQ2, SQ3, SQ4)
13. What else would you like to share with me related to your photos or your journal?
(CRQ, SQ1, SQ2, SQ3, SQ4)
Question one was designed to both incorporate data from the other methods of data
collection (Erlandson et al., 1993; Lincoln & Guba, 1985; Miles & Huberman, 1994; Patton,
1980, 1990, 2015) as well as to set the tone for the remainder of the interview. Question one got
to the core of the study by addressing CRQ and yet was broad enough to potentially address each
sub-question. Question two supported both CRQ and SQ1. This question addressed the specific
nursing student identified factors leading to moral distress as revealed in literature (Sasso et al.,
2016; Krautscheid et al., 2017; Sterner, 2019). Question three, while like question two, attempted
to delineate and differentiate COVID-19 specific factors that literature revealed may lead to
moral distress in nurses (Han & Luc, 2020; Morley et al., 2020; Cacchione, 2020) from nonCOVID-19 related factors. Prior to COVID-19, nursing students reported moral distress related
to caring for acute patients experiencing infectious disease (Hassan, 2018). This question
reflected CRQ and SQ1. Question four addressed CRQ, SQ1, SQ2, and SQ3, and explored the
student’s ability to authentically care for patients during COVID-19 based on Watson’s
definition of caring (Sitzman & Watson, 2014). Questions five, six, and seven addressed CRQ
and SQ3. Well-being included physical, psychosocial, emotional, and spiritual components.
Nursing students experiencing moral distress are at risk for exhibiting physical, emotional, and
psychosocial symptoms which can negatively impact their well-being (Escolar-Chua &
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Magpantay, 2019; Sasso et al., 2016). Ones’ spirituality may also be impacted by moral distress,
though literature revealed the impact could be either positive or negative (Elpern et al., 2005;
Soleimani et al., 2019). Question eight addressed CRQ and SQ1. Caring for COVID-19 infected
patients has been identified as a contributive factor toward nurses developing moral distress
(Ayanian, 2020; Hossain, 2020; Morley et al., 2020). Caring for infected patients has been
recognized by nursing students as a factor for moral distress (Hassan, 2018; Sterner, 2019).
Question nine addressed CRQ, SQ3, and SQ4. Coping strategies, whether positive or negative,
have a direct impact on one’s well-being (Rushton, 2018). Responses to this question can be
utilized to better guide and direct supportive care strategies and interventions (Forozeiya, 2019).
Questions ten and eleven reflected CRQ and SQ2. Nursing students negatively impacted by
moral distress are at risk for being dissatisfied with nursing and potentially leaving the nursing
profession (Sasso et al., 2016). Questions twelve and thirteen addressed CRQ and allowed for the
participant to expand on any of the sub-questions. These questions also enabled both me and the
participant to address any issues believed to be important yet not captured from previous
questions.
Data Analysis
I first organized data by transcribing, via a professional transcriptionist, all interviews
verbatim and combining all other forms of data i.e., photos, texts, and journal entries, into
separate files per individual participant. Dedoose (2019), a qualitative computer software
designed to assist in data analysis was employed during this process (Patton, 2015). As
delineated in Creswell and Poth (2018), the data analysis utilized Moustakas’ (1994) strategy for
phenomenological analysis and representation via the following steps:
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1. I described my own personal experiences with the phenomenon of moral distress. This
assisted me to recognize personal bias and to engage in the technique of bracketing during the
analytical process (van Manen, 2014).
2. I examined transcribed data from photos, texts, journal entries, and interviews to
identify significant statements regarding how participants have experienced moral distress. I
utilized the technique of memoing while reading and analyzing data to record any of my own
thoughts and ideas (Job et al., 2013). Creswell and Poth (2018) stated, “memos are short phrases,
ideas, or key concepts that occur to the reader” (p. 188). Memoing allowed me to develop a list
of significant statements from each individual. This organizational process is referred to as
horizontalization (Creswell & Poth, 2018). Horizontalization allows for recognition of recurring
generalized themes based on the perspective of the participant and as analyzed by me
(Moustaskas, 1994). Memoing and concomitant horizontalization assisted in the retrieval of data
and served as a method for recording thoughts and ideas (Creswell & Poth, 2018). This
technique even assisted me to bracket out my own bias. Finally, I identified and coded memoed
words, phrases, feelings, and thoughts from each interview.
3. According to Saldaña (2013), coding is “most often a word or short phrase that
symbolically assigns a summative, salient, essence-capturing, and/or evocative attribute for a
portion of language-based on visual data” (p. 4). Coding involves organizing material, into
smaller groups of information and eventually assigning a code to each group to further describe,
categorize, and interpret the data (Creswell & Poth, 2018). I strove to attain a short list of codes
representative of broad themes. I further grouped these coded themes into clustered themes.
Clustering allowed for removal of repetition and provided the ability to recognize thematic
threads between participants (Creswell & Poth, 2018).
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4. I generated textural descriptions of what participants experienced. I also included
verbatim examples to support and demonstrate these descriptions (Creswell & Poth, 2018).
5. Structural descriptions of how the participant experienced moral distress were
described. Creswell and Poth (2018) explain structural descriptions provide, “the context or
setting that influenced how the participants experienced the phenomenon” (p. 80). To further
bracket my own biases, I provided both textural and structural descriptions of my own
experience with moral distress (Moustakas, 1994) in the beginning of the data analysis section.
6. I reported a composite description of moral distress, including both textual and
structural descriptions. This report included an introduction, a rationale for utilizing the
hermeneutical phenomenological approach, any pertinent philosophical assumptions including
details about data collection and analysis, and the identification and explication of the essence of
moral distress as experienced by nursing students during the COVID-19 pandemic (Creswell &
Poth, 2018; Moustaskas, 1994).
Trustworthiness
Validity or trustworthiness of qualitative research findings refers to how accurate the
findings are related to the perspective of the participant and the researcher (Creswell & Miller,
2000). To address trustworthiness of findings, I employed three different data collection
methods, specifically artifact analysis, document analysis, and interviews, which allowed me to
triangulate evidence from each method to assure accuracy of themes (Creswell & Creswell,
2018). Furthermore, factors such as credibility, dependability, confirmability, and transferability
served to enhance the validity or trustworthiness of this qualitative investigation (Lincoln &
Guba, 1985).
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Credibility
Credibility refers to confidence that findings are truthful (Lincoln & Guba, 1985). A
strategy I utilized to improve finding credibility is bracketing, whereby I acknowledged my own
perspective and bias and attempted to set them apart to not influence or affect participant
perspective. This allowed findings to reflect participant views on the lived experience of moral
distress and not my own view (Creswell & Poth, 2018). To further assure credibility I made
judicious use of participant quotes thereby demonstrating a verbatim accuracy of participant
perspective.
Dependability and Confirmability
To assure dependability and consistency of findings with data collected, I utilized the
strategy of external audit. To accomplish the audit, I invited an external researcher to objectively
examine the data collection and data analysis process, and the study findings. This strategy
confirmed the accuracy of the findings and ensured the findings were supported by the data
collected (Creswell & Creswell, 2018). A member of my dissertation committee filled the role of
external researcher and provided peer review of the study itself. Confirmability refers to
representing the participants’ own responses and not the opinions or ideas of the researcher
(Cope, 2014). To confirm research findings were based on the participants' narratives and words
rather than my own biases, I allowed participants to review the findings from their data. This
strategy referred to as member checking enables the participant to critically examine the themes
and major findings and to confirm findings accurately reflected their own thoughts and feelings
(Creswell & Creswell, 2018).
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Transferability
I provided a detailed description of the study’s context and assumptions. This offered
readers with information and evidence to make informed decisions regarding how applicable
findings are to other contexts and situations. Furthermore, I afforded a rich and detailed
description of the participants perceptions and perspectives enabling the reader to gain a more
compete sense of thematic essence (Creswell & Creswell, 2018).
Ethical Considerations
Prior to the start of this study the appropriate approvals, including Liberty University IRB
approval and site endorsement and approval was obtained. Following IRB and site approval, I
elicited potential participants utilizing a criterion based purposeful sampling method, which
included information regarding the general purpose of this study, that participation is voluntary,
and that all data would be confidential. Participants received and signed a consent form approved
by Liberty University. I accomplished participant confidentiality, from their consent to
participate to data collection, analysis, and reporting of findings (Creswell & Poth, 2018) by
using a unique pseudonym identifier for each participant. Furthermore, I restricted access to
information and data throughout the study to only myself, and secured data via password
protected storage, thereby limiting disclosure of participants responses, and diminishing
subsequent harm to the participant. All study related data will be stored for three years and then
deleted.
Summary
In chapter three of this qualitative study, I described the hermeneutical phenomenological
approach I used to explore the lived experience of moral distress for nursing students during the
COVID-19 pandemic. The purpose of this research was to explore the phenomenon of moral
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distress for nursing students engaged in clinical practical experiences within a healthcare setting
during the COVID-19 pandemic. The design of this study was established, and research
questions were provided and supported via literature. Setting, participants, and probable study
procedures were specified, and the role of the researcher was explicated. Lastly, data collection,
data analysis, and trustworthiness of this study with subsequent findings were laid out within the
context of assuring ethical protection of participants will be prioritized and maintained.
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CHAPTER FOUR: FINDINGS
Overview
The purpose of this study was to explore the phenomenon of moral distress in nursing
students who engaged in clinical experiences during the COVID-19 pandemic. This qualitative
study utilized a hermeneutical phenomenological design. The hermeneutical phenomenological
design was chosen as I sought to investigate and describe the meaning of moral distress related to
participants lived experiences during the COVID-19 pandemic. Findings of this study are
presented via a demographic description of participants, thematic results reflective of moral
distress during COVID-19 with subsequent discussion of each theme and subtheme, outlier data
not directly tied to the pandemic, participant perception of moral distress in thoughts and
pictures, and experiential consequences of moral distress. Data analysis related to the central
research question and sub-questions is also provided. Lastly, a summary of findings will
conclude this chapter.
Participants
Participants were nursing students enrolled in a program of study enabling them to sit for
the registered nurse state examination, who were at least 18 years of age, and who engaged in
clinical nursing experiences during the COVID-19 pandemic. Participants also self-identified as
having experienced the phenomenon of moral distress (van Manen, 2014) during the COVID-19
pandemic. Thirteen nursing students who met study criteria participated in this study. Each
participant completed a one-on-one interview with me, provided two pictures or images
encapsulating what moral distress during COVID-19 meant to them, and recounted in journal
format a memorable situation or experience which shaped their perception of moral distress
during the pandemic. All participants were full-time nursing students between the ages of 20-25
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and attended a nursing program at either site A, a private university in the Southeastern region of
the United States, or site B, a private university in the Northeastern region of the United States.
One male student participated in this study. To assure this participants’ anonymity both the
participants’ site and year of study were labeled as anonymous. Table 2 displays demographic
information of each participant.
Table 2
Participant Demographics
Student Pseudonym

Site

Year of Study

Gender

Allison

A

Senior

Female

Betty

A

Senior

Female

Cathy

A

Senior

Female

Debbie

B

Senior

Female

Erica

B

Senior

Female

Faith

B

Senior

Female

Gary

Anonymous

Anonymous

Male

Hope

B

Senior

Female

Isabel

B

Senior

Female

Jamie

A

Senior

Female

Kayla

B

Senior

Female

Lisa

A

Senior

Female

Marie

A

Senior

Female
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Results
Findings are reflective of a compilation of data elucidated from one-on-one participant
interviews, participant shared pictures and images with textual explanation detailing their
definition of and potential emotive outcomes from moral distress, and clinical situations or
experiences encountered by the participant during COVID-19. Results commence with a
presentation of identified themes and sub-themes. Thematic results and subsequent sub-themes
are identified and viewed through the lens of participant experiences. Note the pictures and
images provided by participants are not included due to the potential for copyright issues as well
as a concern some pictures may compromise participant anonymity. Participants’ personal
descriptions of moral distress are then presented. Personalized descriptions provide a contextual
understanding of each participants’ experience with moral distress. Data described as
experiential consequences of moral distress displaying the empirical signs and symptoms
participants exhibited secondary to moral distress during COVID-19 are also given. Table 3
displays themes and sub-themes.
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Table 3
Themes, Sub-themes, and Total Responses
Theme

Sub-Theme

Compromised Caring

Responses
13

Barriers to bonding

10

Reduced hands-on care

8

Diminished quality of care

11

Mixed Messages

11
Politics and personal positions

7

Vaccination vexed

9

Perception of Self and Profession

13
Becoming a nurse

10

Nurses and nursing profession

13

Coping through COVID-19

13
Solo survival

8

Reaching out

5

Fearful Future

13
Unprepared for employment

8

Scarcity and shortages

8

Becoming like “them”

4

Outlier Findings

7
Classroom verses clinical

3

End-of-life care issues

4
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Data was analyzed for themes utilizing Moustakas’ (1994) strategy for phenomenological
analysis and representation. Analysis of data revealed the emergence of five separate themes.
Within each theme sub-themes were also identified. Each theme and sub-theme determined to
be either dominant and direct contributors to participants experience of moral distress during the
COVID-19 pandemic or reflective of how participants’ nursing specific perceptions have been
shaped by COVID and moral distress are presented.
Compromised Caring
Compromised caring refers to participant identified ways COVID-19 negatively impacted
the ability to care for patients. Within the context of this study, caring consists of both hands-on
tasks performed by the nursing student to or for the patient, and relational aspects of care
developed between the student and the patient. Participants reported both aspects of care suffered
limitations secondary to the pandemic thereby contributing to their self-identified moral distress.
Furthermore, participants witnessed and experienced COVID-19 related situations whereby the
patients’ quality of care was negatively impacted which also contributed to their experience of
moral distress. All 13 participants identified compromised caring as a direct contributor towards
their moral distress.
Barriers to Bonding
Barriers to bonding reflected the nursing students’ perceived inability to form a caring
relationship with the patient due to COVID-19. Ten of the 13 participants reported difficulty
establishing a relational bond with their patients. Isabel confirmed COVID-19 had negatively
impacted relationship development by noting, “Nursing, obviously, is about the medication and
helping their pain and stuff like that but it’s also about developing the trust and an emotional
relationship. So, I feel like that’s really been hard with COVID.” Unquestionably the primary
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culprit implicated as an impediment to bonding was wearing personal protective equipment
(PPE), and masks in particular. Regarding wearing full PPE, which included mask, gloves,
gown, and goggles, Cathy suggested, “With PPE, you are so bundled up. You know you are
wearing a mask and you’re wearing this guard, well you know in the first place, patients can
hardly even hear you, and then they can hardly even see what you look like. It automatically
creates more of a barrier, and it is harder to connect in the first place.” Kayla summed up the
negative dynamic with masks by stating because of masks:
It’s hard to show them my emotions and facial expressions, but when I am trying to
convey, I do a lot of expressions as well to my patients when we are having a deep
conversation or anything like that. I have a hard time showing them because I wear masks
and everything and they also have a hard time hearing me since I’m wearing a mask.
Isabel affirmed this negative dynamic and disclosed a deeper link between mask wearing and
moral distress by stating:
I think one of the hardest things is that a lot of those patients are hard of hearing. Wearing
an N95 or just wearing a regular mask, so many of the times, they’ve said, “take that
thing off, I can’t hear you” and things like that and I’ve seen people take it off! In the
middle of the pandemic, I just couldn’t do it and that hurt me deep down to say, “I’m
sorry but I can’t”. And I just feel like there has been a lot of miscommunication or
difficulty being able to communicate with patients because of that.
Gary also identified masks as an impediment to bonding because, “you don’t get the same face to
face interaction. It’s half face to face. They can’t see you smile; they just see a pair of eyes and
they don’t know you.” A further barrier to bonding was a fear of physically getting too close to
the patient. Isabel stated how she, “wants them to be able to trust you and I think it was hard, and
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still is, with the pandemic because you feel like you can’t get close to them both physically and
emotionally as much as you once could.” She then stated, “I think during March and April
(2021), the whole thick of the pandemic, if that makes sense, I almost felt like I didn’t want to
get too close to people, things like that. I didn’t want to put these people at risk by getting close
to them and talking louder, projecting more of my germs on them.” Gary further explained,
“There is already a restriction on visitations in general but especially for those COVID patients
who are isolated, they are alone. Not being able to go in and talk to them and just see how they
are doing, figuring out how I can make their day better, it’s hard.” Lastly, Betty acknowledged,
“COVID has made it so there’s not as much time to talk with them and get to know them.”
Nursing students perceive the relational aspects of care such as listening to and being with the
patient as important as providing physical care to their patients. Clearly, from the participants
perspective, the COVID-19 pandemic has compromised the ability to meet the relational needs
of patients and has served as a barrier to bonding.
Reduced Hands-On Care
Hands-on care denotes the tasks and interventions conducted by the nursing student to or
for the patient. More specifically, hands-on care refers to meeting the physical needs of the
patient. Reduced hands-on care reflects how participants had less clinical time in the healthcare
setting due to COVID-19 restrictions. Furthermore, even when in the clinical setting, many
participants were neither allowed to care for COVID-19 patients nor certain other patient
populations secondary to either healthcare facility limitations or staffing related shortages.
Therefore, skills learned in the classroom and practiced in the simulation setting could not be
fully utilized in the clinical arena. Eight of the 13 participants expressed doubt regarding their
hands-on caregiving skills. Faith succinctly summed up her concern by noting, “Due to the
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pandemic, I have felt like I have not had enough experience with clinical practice to be a
successful nursing student.” Debbie echoed this concern and linked it to moral distress by
stating:
As a nursing student during the COVID-19 pandemic, our clinical experience has been
very limited. We missed several rotations and the experience we have had has been
almost all med surg (medical-surgical), so our skills are limited. Because of this, I
question mine, as well as some of my peers, ability to provide safe nursing care once we
graduate. I am worried that patients will not receive the care that they need simply due to
lack of knowledge and experience by us new nurses. This causes me moral distress
because it scares me that my lack of experience could be detrimental to a patient when I
am working as a nurse. I wish we would have gotten more clinical experience.
Erica validated this worry by expressing:
That is really scaring me. Another thing is nurses having more than 4-5 patients. I’m
thinking would I be able to handle 4 patients let alone eight if they assign me eight
patients. Isn’t that a law? Would I be able to handle it? That is stuff that I question
myself. Am I able to do a skill? Because of COVID, I lost days of clinical and am I able
to properly insert a catheter because I only did that once? I feel like we need more
experience with invasive procedures like that and I haven’t really had much. Do I know
how to do this, IVs, catheters, am I able to handle more than 5 to 6 patients? That makes
me question will I be able to be a nurse that is able to perform her skills?
Marie said, “Now that COVID is here with all the understaffing issues I’ve noticed a lot more
stress and pre-anxiety going into the hospital and sometimes we don’t even get to take a lunch
break because they’re so understaffed”. Marie continued to share how often they are utilized as
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patient care assistants (PCA’s) because of understaffing and therefore don’t get to use or practice
the clinical skills they’ve learned in class. Ultimately, seven of the 13 participants conveyed
concern linking diminished clinical time, moral distress, the pandemic, and a fear of
compromising hands-on care of patients. For Cathy, this fear was especially poignant. She stated:
Me, being someone who is about to graduate in December, it’s like, oh, there’s not
maybe as much excitement around the idea of entering this profession as what it might
have been a few years ago. So, I think that, that in itself, if that makes sense, is almost
kind of morally distressing in the sense of you already going into your profession already
being super discouraged and already knowing you are not going to have the tools to best
care for your patients, anyways. The weight that puts on someone, so honestly, it’s just
kind of like, discouraging. It almost feels helpless, you know.
Diminished Quality of Care
Diminished quality of care refers to the participants’ concern patient care is being
compromised due to the pandemic. Participants clearly indicated this dynamic was generally not
reflective of the nurse, rather it was due to a shortage of nursing staff as evidenced by participant
perceived unsafe nurse to patient staffing ratios and overwhelming nurse workloads. Eleven
participants identified diminished quality of care as a contributor towards their own moral
distress secondary to their empathy and concern for nursing staff as well as to their own inability
to assist the patient and or nurse as they wanted. Participants directly tied this sub-theme to
COVID-19 as evident by Cathy’s statement:
I, honestly, I do think that, even though I know there was a nursing shortage before
COVID, I do feel that COVID has been kind of the root of an increase of the nurse
shortage because of the conditions that nurses have been forced to work in. They are like,
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why am I still here? I can at least leave to go do travel nursing and be making double. Or
you know, I can’t stand this pace anymore, I’m going to either cut back my hours or I’m
going to switch to community settings or I’m just leaving the bedside in general.
Debbie encapsulated this concern by sharing an image of a seemingly defeated and haggard
appearing nurse. She explained, “This image of a stressed-out caregiver represents how both
nurses and nursing students feel. We feel as if we are expected to do a million things at once.
This causes moral distress because we often feel too burned out to provide the best care
possible.” Betty shared how she heard a patient sat in a dirty brief for at least 4 hours because
“the nurses did not want to change the brief because of lack of time.” She stated, “This is
distressing to me because as health care providers, we are called to care for our patients to the
best of our ability and to cause no harm.” Kayla observed COVID related decreased quality of
care can lead to a sense of powerlessness and helplessness on the part of the participant. For an
example she shared:
What concerned me morally was the call bells and stuff. During clinicals, because of
COVID, we can’t go to the patients that have contact precautions so when there is a call
bell coming up, I can’t go in there. It’s a dilemma because should I go in there but at the
same time, I know that I am not allowed to go in there. As a nursing student, I feel a little
frustrated with the fact that I can’t go in and help that patient. I have to let the nurses
know that there is a patient in that room. I guess they (the nurses) don’t know that either,
that we are not allowed to go into those rooms. That is kind of a frustration for me. That
is a dilemma for me.
Cathy seemed to capture the spirit of other participants’ concerns when she expressed:

99
There is such a huge lack of resources right now, there is such a huge lack of nurses, you
have these nurses who are so swamped, and their patient load is so big that you can’t, it is
almost impossible to truly give the level of attentiveness and care to each patient that they
deserve. It is almost like every time going into clinical is like gearing up and trying to be
ready to try and be a helping hand as much as I can be but also kind of; God, I know you
want me to be in this profession and this is what I am called to, but man, this is not the
most exciting time at all!
Beyond staffing concerns, participants also identified lack of PPE, negative nursing attitudes
towards COVID-19 infected patients, and not meeting the psychosocial and or emotional needs
of the patient due to COVID related hospital visitation policies. Lisa reflected other participants
concerns regarding COVID-19 no-visitation policies leading to patient isolation from loved ones
and resultant patient loneliness by stating:
When I heard their families could not come see them, I thought that was terrible. It must
be so hard during one of the hardest times in one’s life not to have their family nearby,
even if they are sedated. It seems like it would be bad for their psychosocial and spiritual
health. The families must feel so far from them and unable to do anything to help except
pray. This just makes the suffering worse!
Mixed Messages
A second theme identified as a contributor toward participant’s experience of moral
distress during the COVID-19 pandemic was termed mixed messages. Mixed messages referred
to COVID related opinions and ideas of others which have caused an internal conflict for the
participant. Mixed messages contained two sub-themes; politics and personal positions, and
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vaccination vexed. Eleven of the 13 participants believed mixed messages contributed to their
moral distress.
Politics and Personal Positions
Seven participants identified politics and personal positions as a contributor towards their
moral distress. According to Lisa, “There was one patient who I was talking with, and he had
very strong views on COVID that were kind of not my views. There was a little bit of tension
there!” Politics and personal positions represented the conflicting COVID related views
participants encountered that caused them to experience moral distress. While Lisa’s statement
may seem mild, Allison deemed an encounter she experienced as hostile. She explained:
I walked into a patients’ room, and she was like, oh, well did you vote for Donald Trump
or are you strayed from God? Something really bizarre, and I just looked at her and said
like, I don’t feel comfortable speaking to you about that, just like very bizarre situations
and things that I’ve just walked into.
Because of such interactions Allison concluded:
I don’t really feel comfortable telling patients about me at all and not even personal
things but even things like I have a cat, because I feel like I’m going to run into a pitfall
and people will say like, oh, you go to **** University. And I’m like, I don’t know what
you’re going to say next but it’s going to be either really good or really bad!
Some participants shared the situations most distressing for them as nursing students did not
occur in the clinical setting but were reflective of non-nursing university students’ opposing
views of COVID when on campus. Jamie shared about the distressing contrast she’s encountered
between the COVID related illnesses she’s witnessed in the hospital setting verses the COVID
denying lifestyles she’s seen on her own campus.
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I’m surrounded by young people, people my age, but they don’t see what I see and I’m
entering this profession where people have sympathy but can’t really empathize with me
and understand what I will be walking into and having to deal with on the day to day.
Disheartened and kind of discouraged that it is continuing like this, in the city that I am
currently in. Honestly, frustrating coming back to campus and knowing how foolish some
people can be.
Debbie mirrored this sentiment by sharing, “It is kind of hard not to be judgmental about the
people that aren’t taking COVID completely serious or not getting vaccinated. People are saying
‘oh, it’s all fake’ when there are nurses and doctors and other people in healthcare that have been
fighting this for over a year now.” Jamie summed up the possible root cause behind her own
moral distress and the conflicting political and personal positions of others by suggesting some
people don’t understand the true seriousness of COVID as an illness. She shared:
There was this one patient, me and my friend were there, and we walked by the room,
and she wasn’t vented (on a ventilator) but she was on the COVID positive side with the
more critical. Her face just looked like she was crawling out, this sounds morbid, but
crawling out from like a grave. I can’t really explain it, but she looked so so sick. It was
like nothing I have ever seen. They just looked like zombies to me, and I hadn’t seen that
yet. It was good for me to see but all of it was very real, and people don’t know!
Vaccination Vexed
The second but more frequently experienced sub-theme within mixed messages was
labeled vaccination vexed. Nine participants expressed this sub-theme directly contributed
towards their moral distress. Vaccinations are mandated at both site A and site B, as well as the
healthcare settings where participants engaged in clinical experiences. Participants, like many
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within the general population, expressed having grappled with receiving a vaccination.
However, some participants reported mandatory vaccinations as a contributing factor towards
their own moral distress. Kayla stated:
Initially I did not want to take it. I was going to take the vaccine in the future but it’s a
new vaccine. The studies are still going on and for the department and the schools to
make it mandatory, I was like it’s not fair because it’s still a new study in process. At that
time, it was only approved for emergency use. It was not even approved by the FDA. It
made me a little bit stressed. Either way I was going to take it if they made it mandatory,
but you know if only they gave us a little bit more time! That made me stressed a little bit
with that getting the vaccine.
Lisa agreed and remembered, “That week, deciding on the vaccine, I was pretty distressed and
would cry sometimes thinking about it.” Isabel shared:
There was actually a person in my nursing class who decided not to get the vaccine, so
she actually was not able to return to the program this year. I know that is not my
situation, but I feel like I see both sides even though I did get the vaccine. I feel like it
was somewhat of a moral distress to me and because I can see both sides and I
understand there are reasons that people don’t want to get it. Even if they are not, you
know, religious. I feel bad for the person that was not able to return because of that
because she had her questions. I feel like that is something I’ve been thinking a lot about
because I understand why people still don’t want to get it. It was only recently approved,
and I know it was made fast. I know there is a lot of controversy about it, but it’s been
something that I’ve been thinking about a lot.
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Erica speculated on the larger impact vaccination mandates could have upon nursing and
healthcare in general. She suggested:
A lot of people are not willing to take the vaccine. For that reason, a lot of health care
staff are resigning from hospitals that are mandating the vaccine. That’s why there is an
increased shortage of staff now at hospitals. There is a lot of people that are going to
either get fired or quit their job because they don’t want to get the vaccine. I think
COVID has made this whole healthcare field in a dilemma because of that. Some people
are just afraid to work with COVID patients, some people are not willing to take the
vaccine. In general, there has been an increased shortage of staff.
Many participants reflected on personal incidents where they were either approached by an
individual or a political organization who expressed either an opposing view from their own on
COVID vaccinations or else gave a vaccination opinion which caused fear and confusion on the
part of the participant. Considering the fact participants had to receive the vaccine to stay within
their nursing program and eventually become a nurse, such conflicting vaccination views caused
considerable distress for these students. Participants described praying to God for wisdom,
crying, being stressed and afraid, and feeling confused. Eventually, each participant received the
vaccine, however, vaccination vexation and subsequent moral distress seemed to have continued
for participants. Allison explained:
The concerns that a lot of nurses have about getting the vaccine, and about whether it’s
safe, and like the mandates in healthcare that we’re experiencing verses you know,
protecting our patients from COVID. I feel like that is a big moral distress for a lot of
nurses. And it’s just something I’ve been witnessing a lot and something I struggle with
too because on one hand I understand why people would not want to get the vaccine that
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is new. And there’s so much misinformation that is circulating and so it’s probably
confusing to know what’s based in science and what is not. But on the other hand I feel
like working in healthcare is a privilege, and I feel that we owe it to our patients, so that
has been pretty morally distressing for me to just think about as well.
Lastly, Debbie shared the dilemma of having her own opinion and being a health care advocate
yet not engaging in dissention when encountering opposing views. She said:
It is kind of hard not to be bias toward people or patients who don’t want to get
vaccinated. It’s hard to hear people out sometimes, when in the hospital we are seeing
people dying from COVID and then there’s people out there that just don’t want to get
vaccinated for whatever reason. I think that kind of stresses me out. As nurses we’re
supposed to remain neutral, well we’re supposed to promote health, but we are supposed
to remain fairly neutral. It is kind of hard to not have my personal beliefs in it, I guess.
Perception of Self and Profession
The theme perception of self and profession demonstrated how moral distress during
COVID has shaped participants’ views on becoming a nurse as well as towards nurses and the
nursing profession. Interestingly, within the context of their own perspective, the lenses of
COVID and moral distress did not distort their views towards becoming a nurse or towards the
nursing profession. Rather, participants indicated their perception has been sharpened, is more
realistic, and perhaps less idealistic in nature. Regardless, all 13 believed their perception of self
and the nursing profession has been impacted by moral distress during COVID-19.
Becoming a Nurse
Ten participants shared how their experience with moral distress during the pandemic has
impacted and changed their own perception towards becoming a nurse. The dichotomy of head

105
verses heart seemed to become quite evident whereby cognitively the need for more nurses was
very apparent, but the heartfelt fear and worry about entering the profession was also apparent.
Hope seemed to recognize this dichotomy when acknowledging:
I just think there is less of a naïve look on it (becoming a nurse). A more realistic view. I
don’t know why this comes to mind, but you know how there is a left brain and a right
brain, one is the creative side, and one is the more logical side. I feel like all my entire
life I’ve been the creative side and the emotional side but over the past couple of years,
I’ve just really turned on my logical side. Basically, realism is all I see now.
Looking ahead to graduation and becoming a nurse Cathy also identified this conflicting
dichotomy by stating, “It is a weird paradox because I’m so discouraged but at the same time, it
is needed. Why not be the necessary change even though I can’t change the nursing world, I
can’t impact a lot, but I can impact my patients and I can impact my fellow coworkers.” For
other participants, fear and discouragement seemed to be at the forefront. Allison lamented,
“There are days when I question if I want to do it anymore, not because I don’t love it, but
because the situations that I know I’m going to encounter!” Hope pointed out how COVID itself
has shaped her view towards becoming a nurse and how it may have negatively impacted the
view of others as well. She exclaimed, “Do I still want to be a nurse? I did not sign up for a
pandemic. A lot of other people came to that realization, and it was sad to see that my class of
over 70 people had dropped down to 50. Now my class is down to 44 people!” Projecting into
the future about becoming a nurse, Lisa also pointed out how COVID has shaped her views. She
remembered how her feelings about becoming a nurse shifted from being more lighthearted to
solemn by indicating, “It felt very heavy and serious. I guess I had kind of taken COVID lightly
before that. I’m young and it didn’t affect me that much but to see how it affected other people is
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sobering.” Speculating what it would be like becoming a nurse, Gary recognized how moral
distress during COVID has impacted his perspective. He said, “I had this idea that I was just
going to be able to solve every problem and help everyone without any problems. Realizing that
it is a lot deeper, it’s a bit frustrating knowing that it won’t always be up to my best decision.”
Only one of the 13 participants seemed to have a more positive outlook on becoming a nurse.
Jamie explained while COVID and moral distress have had a negative impact on her, yet she
believed, “It’s made me want to go into it more, I think. It’s cool because we learn things in class
now that is like they just learned this last month or they are researching this now. It’s cool to be a
part of something that is history. This literally is shaking medicine right now. It is exciting but
also very scary.”
Nurses and the Nursing Profession
While ten participants’ perception on becoming a nurse were transformed by moral
distress during COVID, all 13 had a change in perspective towards nurses and the nursing
profession. Participants remarked on nurses being a limited resource and how COVID has
exacerbated this dynamic. Marie stated:
Since a kid we all had an idea of what we think working in a hospital was like. And then
early on in our clinical experience it’s like not too stressful. And then since COVID is
here with all the understaffing issues, our preconceived idea of what nursing was, and
now it’s no longer what we thought it would be. Now it’s like we’re going to be
overworked, super tired, and understaffed.
Viewing nursing as a commodity Cathy suggested, “I think COVID basically increased the value
of the nursing profession.” Most participants however expressed a seeming paradox of nursing
worth related to need verses nurses feeling undervalued and even taken for granted. Cathy

107
observed, “There’s a huge decline in nurses, I think, just from COVID because I think that
COVID kind of opened the eyes of a lot of nurses. We don’t feel as valued, or I don’t feel as
supported as I thought I would be when we are in this huge health crisis.” Gary provided an
indication nurses may feel undervalued secondary to overwhelming workloads by noting:
It’s definitely given me more respect for the nurses that are doing what they are doing
now. It’s hard right now and it’s getting harder, and it just keeps getting worse and worse
I feel like. The fact that there are still nurses there every single day that come into work
and nurses that come into work on their day off because their priority is with their
patients and not with themselves. It’s amazing honestly that there are so many good
nurses out there that do what needs to be done. That just take care of everyone else
selflessly and it’s got to be exhausting. I know it’s hard but like I said in the beginning, I
have so much more respect for nurses doing what they are doing right now.
Jamie agreed with this perspective and said, “It has given me a lot more respect for what they
handle day to day. What they are expected to do to go above and beyond is what nursing is, too,
for me. Trying to be better for your patients and their families too.” Most participants expressed
a deep respect for and great concern about how nurses are overworked, overwhelmed, and often
under appreciated. However, a dark side also started to emerge that seemed to indicate some
nurses are decompensating and revealing their own distress. Like pulling back a veil, Allison
provided a glimpse into the darkness by revealing:
Sometimes we think of nurses as superhuman, and that’s what I thought before I went
into it. And I kind of had this imposter syndrome type of complex where I thought, am I
really smart enough to do this, am I really superhuman and nice enough to do this? And
then I realized getting into it that’s not how this looks at all.
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Cathy’s perspective pulled back the veil a bit more by saying, “Nurses are being absolutely taxed
by compassion fatigue. I think they have been pushed so much mentally and now I just see this
lack of, honestly, care!” Gary shared, “I was on a unit last semester that was primarily staffed by
traveling nurses and a lot of them had an obligation to stay because they were on a few weeks
contract and they definitely made it known that they did not want to be here.” According to
Betty, “A patient was being ruled out for COVID and none of the staff wanted to care for them,
and the staff were complaining about caring for them. That was distressing for me!” Debbie
provided personal insight about why this dark side of nurses was distressing for her. She
explained, “I feel like I am very empathic, and I feel like I care a lot about people, and I care a
lot about my patients so it kind of stresses me out morally that other nurses and other people
working don’t care as much about the patients as I do.” Further into my interview with Allison it
was as if she completely removed the veil covering her perspective on nurses and the nursing
profession by stating:
I feel, like, moral distress since the pandemic. I feel like we are all experiencing it as
health care workers on a different level, and as people too, but I think it’s brought out the
worst in nurses, and it has kind of changed my view of whether or not I, thinking about
beneficence, that was something I assumed was a universal trait in nurses, and now I’m
like the more I look at it the more I don’t think that’s true.
Allison then said:
Nurses are different than what I thought they were. I’m sure you’ve heard about the
Gallup poll that said we’re the most trusted profession every year with the exception of
911. I think a lot of people assume beneficence is a trait in nurses, that is not as prevalent
as I initially thought, and I think that a lot of people assume that because you’re a good
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nurse you’re a good person. And what I have found as far as my experience in the
profession and what I think things have changed. You know, we are not good people
because we are nurses.
Cathy seemed to sum up her perception of nursing by stating, “This is a hard profession. There is
a lot of work to do within the system!”
Coping through COVID-19
This theme was not about presenting the extent to which participants were handling their
experience with moral distress during the pandemic. Instead, coping through COVID-19
reflected the ways and methods participants employed to deal with their experience of moral
distress during the pandemic. Two sub-themes emerged: solo survival and reaching out. All
participants utilized either solo survival or reaching out methods to cope. Table 4 provides an
overview of coping mechanisms employed by participants. The number of participants reaching
out to others verses the number of participants going solo are highlighted. Also included are the
most frequent coping mechanisms and the number of participants who identified utilizing said
mechanism.
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Table 4
Coping Mechanisms
Category
Reaching Out

Most Frequent Mechanisms

Solo Survival

Responses
5
8

Avoidance / Distraction

8

Prayer

4

Exercise

3

Crying

3

Talk to nurse family member

2

Counselor / Therapist

2

Take medication

1

Talk to friends

1

Relaxing activities

1

Solo Survival
Solo survival revealed the methods the participants utilized alone to cope with moral
distress during the pandemic. These methods did not purposefully or directly involve other
individuals. Implications or inferences regarding the adequacy of the methods employed are
presented in chapter five. Within this context, eight participants relied on themselves alone to
cope, with the most common coping mechanisms employed being avoidance and distraction.
What asked how she copes with moral distress Marie stated, “Um, kinda nothing. Just distracting
myself with homework.” Hope said, “I think emotionally, I just have blocked everything. It
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doesn’t really sound nice to say but I seriously have put up big walls to not feel anything because
I feel like it will slow me down.” She further elaborated by explaining:
I’d usually cry, not bawl but there would be tears and I’d have a good cry a couple times
a week or something like that, but I just don’t cry anymore. I think that is a big red flag
for me that I just have not cried. I think that shows how much emotions are built up and
maybe these walls are really strong. I think maybe it is also because of COVID because I
remember during the quarantine, I was able to let my guard down, but it just went straight
back up after some time.
When attempting to avoid thinking about his feelings Gary simply stated, “I usually try to
distract myself.” Debbie seemed to utilize a more apathetic approach by declaring, “I do nothing
and avoid everything I have to do!” Other means of distraction and avoidance included going for
walks and exercising. Erica said, “I distract myself by watching a show or a comedy movie.”
When discussing her solo survival methods Lisa eventually decided, “I think those things help
but that distress is kind of still there.” Hope came to a similar conclusion by stating, “I think I do
have outlets, but I guess I don’t allow myself to be alone with my thoughts, maybe.” Beyond
avoidance and distraction, other methods employed included reading the Bible, crying, and take
medications for anxiety and depression. Interestingly, one participant shared how in a recent
forum with nursing faculty, the number one complaint from students regarding a change they
would like to see about the program concerned the number of students since COVID who have
needed to go onto anxiety medication or needed to start counselling! When asking nursing
faculty for support and or advice about who to talk to about their emotional distress Marie shared
the only suggestion was to go to an overbooked counselling center. She then added, “There
really are no resources for nursing students as counselling centers have about a three-month
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waiting period.” Marie then implied because of this dynamic those reaching out for help can’t get
it! Lastly, Marie added “generally faculty are like, you’re in nursing school, it’s hard and we all
have to deal with it, and you’ve got to deal with it on your own.”
Reaching Out
Reaching out refers to methods participants utilized which purposefully included other
people. As noted, eight participants utilized solo survival methods and therefore five participants
identified reaching out to others as a means of coping. Of these five, two identified talking with a
nurse in their family and one with friends. Two of the five acknowledged meeting with a
therapist or counselor to help them cope. Three recognized God as a source of strength. Within
that context Cathy said, “God knew we were going to graduate, when we were going to graduate
and what the state of the world was going to be in. I do look to that comfort of God knows
exactly what he is doing.” Jamie observed it’s easier to share with others who are also in the
medical field. Her comment reflected her opinion those who have lived through similar
experiences have a deeper understanding and empathy. She shared how she has a cousin who is
an ICU nurse and how she has debriefed with her cousin a lot. She then stated:
I have a friend in nursing school, and I was telling her all these things that I felt, and she
had said she felt similar. She was really struggling with what is actual brain death and
kind of a moral distress thing, I guess. That was what she was struggling with,
understanding. Like how can you declare someone brain dead, do we actually know?
What are the criteria, etc.? She was kind of struggling and wishing she had someone to
debrief with. I was like, “I can give you my cousins number,” because she comes from a
family that does not understand that. It is a huge blessing for me to have that support
where I don’t really need to explain everything from the ground up. They just get it. For
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my friend, and a lot of my friends in nursing school, they don’t have that, so I think that
plays into me being able to cope fairly well with what I’ve been able to experience
because I have that support.
Fearful Future
The last identified theme related to moral distress during COVID-19 was termed fearful
future. All 13 participants expressed fear and uncertainty about what the future might hold.
Within this theme, three sub-themes were identified as the main contributors to their fear:
Feeling unprepared for employment as a nurse, fear about being overwhelmed due to scarcities
and shortages, and a fear of becoming like “them”.
Unprepared for Employment
Fear of being unprepared for employment reflected to the theme compromised caring and
the perception of not receiving the necessary clinical time to provide adequate or safe hands-on
care for their future patients once employed as a nurse. Eight participants expressed this fear.
Kayla succinctly expressed this fear when stating, “It’s just the fact that I lost a lot of experience.
It makes me feel like after I graduate, I’m going to struggle as a nurse when I start my job
because I lost a lot of experience. That is what I am worried about. That could jeopardize taking
care of the patients. That is what I am very concerned about.” Isabel echoed this fear when she
said:
I do worry a lot. I’m nervous about going to the work force in general as a senior and I
think there has been a lot of things that have happened over the past year and a half, two
years. I worry a lot that I’m not getting the education I’m supposed to be having. It’s no
one’s fault but I think lack of clinical experience, we’ve missed almost a whole semester
of clinical.
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Faith also expressed her fear by observing:
I’m going to become a nurse and say, I have a foley in front of me. I know what it does
and what it is supposed to do but how am I supposed to know how to actually have the
skill of inserting it if I haven’t had enough clinical experience doing that skill. The same
with administering medications.
Debbie acknowledged this fear was not mutually exclusive to her when she recognized, “I just
feel like I haven’t had much experience at all. I know literally everyone in my class feels the
same way. We’re all scared when we graduate because, I don’t know. I’m scared about passing
the NCLEX, I’m scared about being able to safely take care of people!” Lisa shared:
I do think it has made me more like, what did I get myself into? Thinking about the
future, if things get really bad, how is nursing going to be? How is it going to conflict
with my world view, and would I continue being a nurse or would I have to make the
decision to step out of my career? Would there be alternatives? I’ve been thinking about
that a lot lately.
All participants acknowledged this fear was directly related to the impact of COVID-19. Isabel
described it as, “My learning as a nursing student has been affected because of COVID-19 and
now I am a little fearful of going into the workforce and not having the training that I may have
had without the pandemic.” Lastly, Debbie had heard some hospitals were decreasing new nurse
orientation time due to the nursing shortage. She said, “It’s just a little scary because none of us,
now, know what we are doing, and they are cutting our time a little short for orientation.”
Scarcity and Shortages
Eight participants identified a fear of being overwhelmed due to poor staffing and the
nursing shortage. Cathy realized:
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I think that knowing that I am about to enter a profession that is struggling no matter
where you go; it makes you lose hope almost for your future. You’ve worked so hard in
nursing school and everyone is like, “that is such a good profession, you are going to
make so much money and you are going to be well set,” and it is like, I am about to enter
a battle zone where my mental health will be affected even more and I’ll be even more
tired, more frustrated with the outcome knowing I’m not able to provide enough for my
patients.
Gary reflected on a situation with a nurse when he shared, “I remember one time one of the
nurses on the floor of the unit I was working said ‘whatever you do when you graduate, don’t
work on this unit. Your license is on the line’, and that made me think.” Jamie, thinking about
her cousin who worked in an ICU but “burned out” and left bedside nursing wondered, “Kind of
seeing her experience made me fearful and thinking I’m going to get a job and they are going to
scoop me up and throw me in a COVID ICU because that’s what they need, and I don’t want to
do that. I don’t want to get burned out and hate my job!” Lastly, Cathy expressed her
discouragement after seeking hope and encouragement from previous nursing graduates who are
now working as nurses. She shared how:
I looked to other ***** grads that I know, and they are like “run for the hills”, “get out,”
and that is not what I need to hear. I think that is frustrating and I do not have an
example, I do not have a person that is like, “this is hard, but this is still worth it, and I
am so glad I am a nurse.” You do not have any of that. It is so much so that, one, I am
looking into other things. Maybe I’ll find passive incomes and move into that or I’m
going to go back to school or something. That does not help at all!
Becoming like “them”
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The last sub-theme within the theme fearful future was labeled becoming like “them”.
The “them” refers to nurses who seemed bitter, angry, and had displayed these sentiments
through word, action, or both. Within this context, four participants expressed fear that one day
they too might lose their passion for nursing and become bitter as well. Betty exclaimed,
“Whenever I hear about or see bad patient care I feel like this is never how I want to be. I would
hope if I ever did some of the things I’ve seen that someone would come to me and say, ‘you
need to be done with nursing.’ I think it makes me want to be better than what I’ve seen!” After
sharing about a conversation he overheard involving nurses talking adversely about being a
nurse, Gary stated, “It’s discouraging hearing nurses negatively talk like that. I think mostly for
me it just makes me worried about myself. I’m sure these nurses didn’t start out like this. They
didn’t start out hating their jobs. It just makes me worry will this thing that I know that I love and
have a passion for end up being something that I don’t like, and I want to get away from?” Cathy
shared about a recent experience she had with a nurse which left her wounded. She recounted,
“You know, when I go take care of my patients and I am just trying to make conversation,
whatever, we’re laughing and then I leave the room, you know, the nurses are like ‘I give you
two years and then you’re going to be like us. You’re not going to be able to maintain that
because our jobs suck,’ and this is terrible, and we’re treated incredibly unfair!” She then
followed up by declaring, “I hope and pray I don’t grow so callous as a nurse to just be like
screw you, this is why I hate my job because of patients like you.” She then stated, “If I weren’t
a Christian, I do not know how I would be making it right now. I would be like screw this, I am
going to do a different major or I would be rock hard by the time I got out into the profession
with no empathy.”
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Outlier Contributors of Moral Distress
Outlier contributors of moral distress reflected eight participants identification of factors
not directly linked to the COVID-19 pandemic, but which played a role in participants moral
distress notwithstanding. Based on data, two sub-themes surfaced. These sub-themes were
classroom verses clinical, and end-of-life care issues.
Classroom verses Clinical
This outlier sub-theme expressed a seeming participant identified contradiction between
what is taught in the classroom verses what is done in the clinical setting. Three acknowledged
this sub-theme as a contributor to their moral distress. Debbie summed up this apparent
disconnect by observing:
There’s many things that are different between what the nurses on the floor are telling us
how to do things as opposed to what our instructor tells us or what it says in texts books
and in class. That kind of makes me a little nervous because I don’t know what is right
and what is wrong. If we’re being taught the right things or if the nurses are doing the
right things or not. That kind of freaks me out because I am going to graduate and some
of this stuff I’m not really going to know exactly how to do it.
Cathy mirrored this concern by saying, “I honestly feel stuck sometimes because everything that
I am being taught to do in school, is not being implemented in clinical.” Gary described how this
seeming dichotomy caused confusion and fear for him when relaying a story how:
I had a patient, one time, that it said in her allergy history that she was allergic to
penicillin, and she was being prescribed a penicillin antibiotic and as a student, I saw
that and don’t feel like I have the say so like “hey, this is wrong and this is a problem.”
I’m sure the RN’s and doctors knew what they were doing when they prescribed that. I
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told my instructor and she said, “Oh, that’s a good question. You can ask them
tomorrow.” Well, what if something happens today if that was a mistake then, you know,
that is a problem, but I didn’t think I could do anything about it because I am just a
student.
Cathy also shared an account which left her concerned and confused. She said:
During a nursing clinical experience, there was much debate on how to prime the tubing
for a patient receiving blood product. While the nurse assigned to the patient said one
thing, my instructor said something different. After some debate, the nurse, although
visibly uncomfortable, let my instructor do it the way that she believed it was done. In
post conference, my instructor explained that the policy stated it should be done the way
she said, although when we actually reviewed the policy, she was wrong, and the nurse
was right. Although either way it was safe for the patient, this experience made me
nervous about the fact that many nurses do things different from the way they are
technically supposed to be done. This causes me moral distress as I am scared that how I
learn things from various nurses in the clinical setting and in school might not be the
correct way of doing things.
End-of-Life Care Issues
This sub-theme addressed four participants’ concern and confusion secondary to
mechanically keeping people alive. The general confusion seemed to emanate from the question,
“when is enough, enough?” Upon witnessing patients being kept alive on ventilators, Lisa
wondered, “How long do we keep someone on the vent and keep trying to save them? Is it doing
anything? Are they actually going to come out of it or are they going to die anyway? During that
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sedation period, can they get saved? Can they think about spiritual things?” After spending
clinical time in an ICU Jamie pondered:
I just saw all of these things and all of these patients, and I have so many questions
about the emotional, spiritual, and mental side of things. I feel like all the physical
assessment things were answered but I don’t know why we’re doing these things in the
long run. Does it even matter? I guess the futile care thing is kind of applicable and I
think it’s something I’ll kind of have to work through as I become a nurse, but right now
that is what I really see it as. I’m kind of working through it.
Non-Thematic Findings
Non-thematic data was compiled and classified into two categories related to either the
participants’ own description of moral distress or symptomatology participants reported suffering
from due to moral distress. Personalized description of moral distress explains how each
participant viewed or defined moral distress based on their experiences. Experiential
consequences reveal the physical, psychosocial-emotional, or spiritual symptoms the
participants’ believed to be an outcome of or consequence from their moral distress.
Personalized Description of Moral Distress
Participants were asked based on their own experiences to describe what moral distress
represented and or meant to them. No participants reported having received formal instruction on
moral distress, yet all provided a personalized description of moral distress related to their own
experiences and feelings. Responses were divided into two sub-categories: judgement, and
feelings. Judgement referred to the participants thoughts on or personal definition of moral
distress based on their own experiences. Feelings described the emotional state accompanying
and or associated with the felt outcome of moral distress.
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Judgement. Five participants described moral distress without referring to feelings or
emotions. Judgement described the participant perceived tension or conflict between their inner
self’s thoughts or beliefs verses an external opposing view. Lisa stated, “Moral distress is when
there is conflict between my values especially based on my Christian beliefs and what is
happening in the work-place or an issue I’m confronted with.” Isabel suggested moral distress
implied a situation or dilemma which “is not necessarily aligned with ones’ personal values or
faith beliefs.” Cathy expressed a broader scope of moral distress when identifying, “there is an
inability to meet some standard of care even though you would want to.” Gary expressed this
conflict by sharing a picture of a figure holding onto a rope and swinging between a building and
a large boulder. He described this dynamic by stating the figure, “is repeatedly swung into a
rock and then a building called ‘a hard place’. In moral distress you’re conflicted between your
own convictions and what you are being told to do. Following your convictions means going
against what usually the majority are telling you to do.” Gary further described moral distress by
providing an image of a hand and arm underwater, desperately reaching for the surface. He
reflected, “Moral distress reminds me of drowning because when you’re drowning you need to
go up but instead are sinking.” Betty visualized moral distress as a picture of a divergent path.
She explained, “It helps me visualize what moral distress means where there’s one path that is
the right path, and the other path is the one that we’re asked to do and end up doing.” Debbie
described the internal verses external conflict by stating, “There is a difference between what
you believe is right and what you want to do as opposed to what is being done. You are
questioning whether something is right or wrong.”
Feelings. Six participants provided a more emotive depiction of what moral distress
meant to them. Erica acknowledged for her moral distress is, “sort of like an emotional thing
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where you can’t pick what’s right in that moment.” Jamie believed with moral distress, “there is
an inner conflict within myself that I would be torn between two decisions or presented with a
situation that caused me to feel anxiety or confusion on a path to continue.” Gary recognized the
consequences of choice can impact both self and others by stating, “You know you need to act
but you feel stuck or powerless. Doing what you are told may leave you feeling like you are not
properly caring for your patient, or maybe betraying yourself.” Faith also used the word
powerless when describing an emergent situation where immediate intervention was needed. She
provided a picture of an alarm clock and suggested the image was like an emergency care
situation where the alarm was going off, something had to be done, but care was not given due to
a policy she believed to be ethically wrong. She stated this made her feel powerless. Cathy
imagined a fearful picture of an inescapable and ominous shadow looming behind and prepared
to seize an individual. “This picture represents moral distress because it can often feel like it is a
shadow that hangs over you and follows you around.” Allison verbalized the immensity of
emotion associated with moral distress by explaining moral distress is, “more than moral
questioning, more than having just a moral dilemma, to the point where it feels catastrophic!”
Debbie provided a picture of a cracked hardboiled egg and explained, “This image of the cracked
egg represents how I believe many nursing students, including myself, are feeling at the moment.
As the egg is barely being held together, this represents the stress and moral distress we are
feeling.” Lastly, looking beyond a personal definition, Betty linked moral distress with a lack of
compassion and burnout.
Experiential Consequences of Moral Distress
All participants complained of one or more experiential consequence of moral distress.
These consequences were categorized as being either physical, psychosocial-emotional, or
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spiritual manifestations. While all consequences within the physical and psychosocial-emotional
categories were considered negative in nature, there were some perceived positive consequences
within the spiritual category. Table 5 provides an overview of the number of participants with
specific complaints within each category. Also included are the most frequent complaints per
category, and the number of participants acknowledging each complaint.
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Table 5
Experiential Consequences of Moral Distress
Category
Physical

Most Frequent Symptoms

Responses
5

Fatigue

3

Poor sleep patterns

3

GI symptoms

3

Psychosocial-emotional

13
Sadness

8

Anxiety

6

Depression

3

Frustration / Anger

3

Powerless / Helpless

3

Stressed

3

Spiritual

8
Relying on God

2

Questioning God

2

Questioning one’s faith in God

2

Faith in God strengthened

1

Feeling at a loss spiritually

1

Spiritual angst

1

Physical. Five of the 13 participants reported exhibiting physical manifestations related
to their experiences with moral distress during COVID-19. Most frequent symptoms included
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increased fatigue, sleeplessness, and gastrointestinal symptoms. Allison, Cathy, and Faith stated
they feel a lot more tired, and Allison complained of “fatigue and a lot of irritability.” Other
symptoms included gastrointestinal related issues such as nausea and diarrhea. Erica stated, “I
feel nauseous and dry mouth.” Faith agreed and stated she has GI issues. Marie expressed she
has experienced heart palpitations.
Psychosocial-Emotional. All participants reported experiencing at least one
psychosocial-emotional related symptom of moral distress during COVID-19. The most frequent
complaints were feelings of sadness and anxiety. In fact, Betty, Cathy, Isabel, Allison, Kayla,
Hope, Lisa, Jamie, and Debbie all stated they were either sad, cried frequently, or were
depressed. Lisa, Marie, Jamie, Erica, and Betty reported experiencing increased anxiety, with
Erica simply stating, “I just feel so much anxiety!” Other complaints included a sense of
powerlessness such as when Gary observed, “Moral distress you know you need to act but you
feel stuck or powerless.” Faith noted, “In clinical I feel powerless and angry because I know the
ethically right thing to do but I am limited in clinical expertise because of the pandemic.” Anger
and frustration, feeling hopeless and helpless, and feelings of guilt and discouragement were also
identified as feelings related to moral distress during the pandemic. Isabel shared:
I just felt like emotionally guilty sometimes. About going out with my friends or going to
someone’s house or going to a restaurant. I kind of was like I’m a nursing student and I
feel like I am being held to a higher standard along with working with geriatric people
and having the jobs that I have. I just kind of felt emotionally drained thinking about this
constantly and constantly worrying about if one simple thing I did was going to affect my
patients, my family, or my friends.
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Two participants acknowledged whereas they use to be more emotional, now they are
emotionally apathetic. Hope explained:
I’d usually cry, not bawl but there would be tears and I’d have a good cry a couple times
a week or something like that but I just don’t cry anymore. I think that is a big red flag
for me that I just have not cried. I think that shows how much emotions are built up and
maybe these walls are really strong. I think maybe it is also because of COVID because I
remember during the quarantine, I was able to let my guard down but it just went straight
back up after sometime.
Marie complained of having intrusive thoughts. Lastly, three participants reported fear related to
becoming ill with COVID-19. However, their fear was not related to catching the actual virus,
rather they were afraid if they did, they would miss class or clinical time. Hope revealed:
I haven’t been sick otherwise but it’s always in the back of my head, am I going to get a
sore throat and am I going to have to disguise that I have a sore throat so that I can go to
class? That’s also like a big moral dilemma that I face. If I have the sniffles, is it worth it
going to class and get everybody else in my class sick? Now you can’t not come to class
unless you have COVID or have to quarantine. I feel like that is also a distress for so
many students now after COVID.
Spiritual. Eight of the 13 participants identified spiritual related consequences, which
were reported as being either positive or negative. Negative spiritual consequences related to
moral distress during COVID-19 included questioning God and or seeking guidance from God
but receiving no answer, feeling at a loss, struggling spiritually, questioning their faith, and
evening turning away from their faith. Allison offered the most profound negative impact moral
distress and COVID-19 has had on her spirituality by stating:
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It’s lead me to question everything, and we’re talking political beliefs, and we’re talking
not just my own morals and values, and the last year in particular I wouldn’t even
consider myself a Christian anymore. I took a complete 180 as far as my morals and
my values, all of my beliefs. It kinda sent me into a spiral of questions and definitely a lot
of spiritual distress as well. And I would go so far as to say like religious trauma in a way
just because of some of the responses I’ve received to some of my experiences and stuff
from people at school in particular. Yah, very distressing!
Marie revealed how nursing staff frowned on her attempting to provide spiritual support and care
for patients by stating, “Staff said it was not appropriate to mention spiritual things to the
patients.” Marie then shared her moral distress arose from wanting to share spiritually but being
told not to. Three participants did report their experience with moral distress has served to
strengthen their faith and reliance on God. Within this positive spiritual consequence came an
acknowledgement that while moral distress is a trial, trials can serve to build up ones’ faith in
God. Cathy said, “I know that this is going to build more reliance on the Lord.” She then
followed up by expressing how she would, “take the spiritual perspective that to face trials is a
promise from God.” Jamie poignantly expressed the paradox of hopelessness verses hope when
praying for her critical patients. She observed:
I think not knowing myself, if the patient I am caring for, where they will end up. Not
knowing if what I say to them when they are ventilated, when they are sedated, when
they are paralyzed like if it sometimes gets through to them. I talk to the vented patients
and the sedated ones because I do believe that they hear you. I whisper prayers over them
too, I know that sounds creepy but it kind of helps me, too. At least I can try. I guess not
knowing where these people end up because you don’t get to talk to them necessarily.
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Research Question Responses
The previous themes and sub-themes, together with the participants’ personalized
description and experiential consequences of moral distress provided a depth of understanding
how participants have experienced the phenomenon of moral distress during COVID-19. Outlier
causes of moral distress offered a further view of participants experience with moral distress
albeit not directly connected to the pandemic. Within this context, this section offers answers to
the central research question as well as to each sub-question.
Central Research Question
As described by participants, what is the lived experience of moral distress for nursing
student’s during the COVID-19 pandemic? Clearly, the phenomenon of moral distress in and of
itself consisted of multiple contributing factors and elements as identified by the participants.
Certainly, most if not all factors were viewed by participants as being adverse and or perhaps
even harmful and destructive. Even within the midst of attempting to cope, participants shared
how the specter of moral distress during the pandemic continued to haunt them. Ultimately,
participants seemed immersed in moral distress during COVID, and it seemed to saturate them
through and through. The picture shared by Gary of an individual drowning, underwater,
struggling upward and reaching for the surface yet appearing to still sink seemed to capture the
very essence of participants experience with moral distress during the COVID-19 pandemic.
Therefore, I believe the central research question can be answered in one word: drowning!
Sub-Question One
During the COVID-19 pandemic, what factors do nursing students identify as leading to
moral distress? Five themes emerged representing the different facets of moral distress as
experienced by participants. Theme one, compromised caring, consisted of participants feeling
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inadequate to provide both hands-on technical care and relationship-based care for their patients.
Simply stated by Faith, “Due to the pandemic, I have felt like I have not had enough experience
with clinical practice to be a successful nursing student.” Participants were also distress at the
diminished quality of patient care they witnessed. Erica affirmed this dynamic when stating, “At
this moment everyone is so short staffed and it’s dangerous to assign more than 4 patients to one
nurse. Even though I’ve heard certain hospitals assign like 7-8 patients to one nurse, which I
think is very dangerous.” Theme two reflected the mixed messages participants received related
to COVID-19 and the vaccine. Allison shared a picture of a table set up with what she described
as misinformation on COVID and the vaccine. The table was set up and manned by a political
organization who were visiting her campus. She stated, “I was approached by one of their
representatives and probably was not super kind when they were telling me about how bad the
COVID vaccines are. It was morally distressing for me for someone to try and “educate” me on
something that I was actually living and dealing with the consequences of when this person had
no clue what they were talking about.” Theme three entitled, personal perceptions identified
moral distress related factors which shaped their perception on becoming a nurse and of the
nursing profession itself. Cathy provided a synopsis of this theme when stating, “There is such a
huge lack of resources right now, there is such a huge lack of nurses, you have these nurses who
are so swamped and their patient load is so big that you can’t, it is almost impossible to truly
give the level of attentiveness and care to each patient that they deserve. It is almost like every
time going into clinical is like gearing up and trying to be ready to try and be a helping hand as
much as I can be but also kind of; God, I know you want me to be in this profession and this is
what I am called to, but man, this is not the most exciting time at all!” Theme four was coping
during COVID-19. While this theme was directly reflective of moral distress during the
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pandemic, it was not a contributive factor causing moral distress. Therefore, the final theme
containing factors leading to participants moral distress was labeled as fearful future and
described how participants were afraid about their future as a nurse, fearful how the nursing
shortage might impact their ability to practice as a nurse, and afraid they could become bitter and
hard hearted. Lisa expressed this fear well when she said, “I do think it has made me more like
‘what did I get myself into’. Thinking about the future, if things get really bad, how is nursing
going to be? How is it going to conflict with my world view, and would I continue being a nurse
or would I have to make the decision to step out of my career? Would there be alternatives? I’ve
been thinking about that a lot lately.”
Sub-Question Two
How has the nursing students’ experience with moral distress during COVID-19 affected
their views towards becoming a nurse? Participants expressed contrasting feeling and thoughts
where many felt going into nursing was necessary and needed yet were fearful and speculated,
they would be inadequate when practicing as a nurse after graduation. Jamie expressed this
concern by saying, “Last week there were two nurses on a unit of a friend of mine and they both
had like 19 patients. That’s impossible, like who is going to take care of all these people? It’s
like I’m excited to go into this and be a part of history and research and create new ideas and fix
things but I am also terrified because I will be tired and if I don’t take care of myself, I am going
to be burned out. The thing that I love doing will become a burden to me!”
Sub-Question Three
How has the nursing students’ experience with moral distress during COVID-19
impacted their well-being? Perhaps the most telling answer to this question was found in the
experiential consequences portion of the results. While five participants experienced physical
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symptoms related to moral distress, and eight out of 13 experienced spiritual related and
predominantly negative consequences, all participants stated they exhibited at least one
psychosocial emotional symptom. All psychosocial-emotional symptoms were considered
negative consequences with anxiety, feelings of powerlessness, anger, depression, sadness, and
generalized feelings of stress being the most common complaints. Debbie’s picture of the
cracked hardboiled egg seemed to depict the general well-being of participants as she explained,
“This image of the cracked egg represents how I believe many nursing students, including
myself, are feeling at the moment. As the egg is barely being held together, this represents the
stress and moral distress we are feeling.”
Sub-Question Four
What coping strategies are nursing students utilizing to deal with any morally distressing
feelings and thoughts? Theme four directly addressed this question and revealed most
participants were attempting to go it alone. While some participants had reached out to others
for support, most were not reaching out for help and were either trying various ways to distract
themselves from feeling and facing their distress or avoided their feelings altogether. Hope
answered this question by saying, “I think emotionally, I just have blocked everything. It doesn’t
really sound nice to say but I seriously have put up big walls to not feel anything because I feel
like it will slow me down.”
Summary
The purpose of this study was to explore the phenomenon of moral distress in nursing
students who engaged in clinical experiences during the COVID-19 pandemic. Findings gleaned
from data collected by interview, pictures with explanatory text, and moral distress related
situations encountered by participants commenced with a presentation of the five dominant
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themes: compromised caring, mixed messages, personal perceptions, coping through COVID-19,
and fearful future. Each theme with accompanying sub-themes provided in-depth insight into the
participants experience with moral distress during the COVID-19 pandemic. Non-COVID
related outlier causes contributing to participants moral distress were also examined. A
description from each participant was provided detailing what moral distress personally meant to
them. Subsequent experiential consequences of moral distress exhibited by participants were
reported, with psychosocial emotional signs and symptoms being the most common malady
experienced by all. Lastly, data analysis with accompanying in vivo participant quotations
offered answers to the central research question and sub-questions.
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CHAPTER FIVE: CONCLUSION
Overview
The purpose of this study was to explore the phenomenon of moral distress in nursing
students who engaged in clinical experiences during the pandemic. A summary of thematic
findings is provided with accompanying interpretation of essential ideas garnered from results.
Implications for policy and practice follow with key stakeholders identified and
recommendations advanced to each party for their consideration. Limitations and delimitations
of this study are considered as well as recommendations for future study. Lasty, a conclusion of
the research provides an overview with key takeaways of nursing students experience of moral
distress during the COVID-19 pandemic.
Discussion
Evaluation of major themes revealed four predominant implications from findings. The
accompanying discussion of these interpretive findings was not meant to be a mere intellectual
explication based on thematic condensation. Rather, in the researchers’ opinion, findings
represented possible reasons for participants “drowning”; each finding perhaps imbued with an
emotive cry for help. Findings may also serve as a goad to prompt key stakeholders forward via
policy and practice to further explore and address the issue of moral distress in nursing students
during the pandemic.
Interpretation of Findings
A common mantra within the field of emergency / trauma nursing is “hope for the best,
prepare for the worst.” Preparation consists of utilizing existing data to anticipate and plan for
any actual and potential needs of the patient. Once the patient is assessed and more data is
collected and analyzed, a comprehensive plan of care can be implemented. However, this linear
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example does not imply addressing only the findings and themes gleaned from data. Instead, true
comprehensive care includes searching for implications related to findings. For example, data
collected via assessment and interview from a patient with stab wounds, once analyzed and
further scrutinized, may reveal a finding or theme they were the third stabbing in a week’s time
in the same neighborhood, at the same time of the day, and with the same apparent modus
operandi of each assailant. Based on this theme, one implication of findings could be an increase
in gang related activity in the neighborhood is occurring. Within this framework, what follows is
a summarization of thematic findings and subsequent implications of findings.
Summary of Thematic Findings
Five themes emerged from data. Theme one termed compromised caring referred to
participant identified ways COVID-19 has negatively impacted the ability to care for patients.
The second theme, mixed messages, referred to COVID related opinions and ideas of others
which have caused an internal conflict for the participant. The theme perception of self and
profession demonstrated how moral distress during COVID shaped participants’ views on
becoming a nurse as well as views towards nurses and the nursing profession. Theme four,
coping through COVID-19, reflected the ways and methods participants employed to deal with
their experience of moral distress during the pandemic. The last theme named fearful future
reflected participants expressed fear and uncertainty about what the future might hold. These
themes formed the essence of participants experience with moral distress during COVID-19.
When considering and interpreting these themes, I believed four implications became evident:
perceived care-giving deficits and self-fulfilling prophecy, deficits when caring for self, a nurse
is needed, and a call to care.
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Perceived Care-giving Deficits and Self-fulfilling Prophecy. Findings noted a common
thread woven throughout various themes was a concern about providing safe and adequate care
for others. Without question, caring for others comprises the very heart of what it means to be a
nurse. (Sitzman & Muller, 2018). Participants revealed fear and doubt about their own caregiving
abilities, suggesting a lack of self-confidence in both hands-on and relational care for their
patients. The dualistic aspects of care harkened back to and supported Watsons’ theory of human
caring. Watson suggested care consists of two dimensions, physical and expressive (Labrague et
al., 2015). The physical dimension focused on meeting the physiological needs of the patient,
and the expressive represented the interpersonal and relational aspects of care. When combined,
these two elements served to meet the needs of the patient (Sitzman, 2007), and concomitantly
fulfilled the nurses’ primary purpose as caregiver. Findings indicated, from the participants
perspective, their primary purpose as caregiver had already been compromised related to
COVID-19 and the impact of moral distress with its contributory factors. If this fear of
caregiving failure were to become a mindset ingrained into the participant, it is possible their
own success as a nurse could be threatened through a concept called self-fulfilling prophecy.
Guyll et al. (2010) stated, “a self-fulfilling prophecy occurs when a perceiver's false
belief influences the perceiver's treatment of a target which, in turn, shapes the target's behavior
in an expectancy-consistent manner” (p. 113). Self-fulling prophecy can have long-term negative
effects on the individual, including problems such as decreased achievement and even inequities
and discrimination from others (Guyll et al., 2010). Participants clearly identified doubt and lack
of confidence in their own present and possible future ability to provide hands-on and relational
care to others. Based on these findings and within the context of self-fulling prophecy, the
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implication was their own fears and self-doubts about being an effective caregiver could project
into the future and jeopardize their success as a nurse.
Confidence in caregiving is considered vital for the success of a new nurse. Ortiz (2016)
stated, “Professional confidence is an essential trait for new graduate nurses to possess in order
to provide quality patient care in today's complex hospital setting” (p. 19). Under usual
circumstances graduate nurses reportedly developed professional confidence within one year of
practice (Duchscher, 2009). No studies were found exploring professional confidence in graduate
nurses who had experienced moral distress. However, results from this study revealed
participant’s fear and self-doubt of caregiving skills secondary to the pandemic were anathema to
them and became a significant contributor towards their moral distress. This dynamic lead to
physical, psychosocial / emotional, and spiritual manifestations. Many participants then
expressed a future picture of themselves as a nurse being potentially inept, overwhelmed, and
underappreciated. If this mental picture were to continue, self-fulfilling prophecy could turn
future oriented fear into a reality. Therefore, their future success as a nurse could be in doubt as
well.
Deficits when Caring for Self. All participants experienced moral distress. All
participants exhibited at least one or more manifestation related to moral distress. However, prior
to this study no participants stated they had received help due to their suffering from moral
distress. Two participants stated they were in counselling, and while one identified this was
related to previous struggles with depression and anxiety, she recognized moral distressed had
exacerbated her symptoms. Two participants related how they would debrief about their
distressing experiences with family members who were nurses. However, these debriefings
appeared more situational in nature. Few seemed to adequately care for themselves as denoted by
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the frequent usage of inadequate coping mechanisms such as avoidance and distraction. It was
beyond the scope of this study to delve into how or to what extent participants cared for
themselves, yet the on-going nature of their struggles and the limited number of coping
mechanisms listed indicated self-care was not as effective as could be. One possible reason
accounting for these deficits may be reflective of their being a novice nurse and not possessing
the insights or the needed self-care tools. Therefore, a second implication from interpretation of
findings was participants as novice nursing students do not have the necessary tools and skills to
adequately cope with their moral distress thereby placing their well-being at risk.
Prior to the pandemic, Curtis (2014) reported nursing students found themselves in
difficult moral or ethical situations they were not emotionally equipped to manage. Expanding on
these findings, Krautscheid et al. (2017) suggested due to their novice level of competence,
nursing students reported not having the skills or knowledge base to address safety, quality,
ethical, or moral issues in the clinical setting. Therefore, when confronted with these concerns
nursing students often remained silent instead of addressing practice, quality, or safety issues
(Bickoff et al., 2016). This was possibly due to feelings of disempowerment or powerlessness
(Savel & Munro, 2015). Furthermore, Hassan (2018) found contributing to their feelings of
moral distress was the sense they had no one to turn to for assistance. The scant literature
exploring nursing students’ coping during the pandemic found nursing students exhibiting a
stronger sense of professional identity demonstrated enhanced resilience against stressors (Zhao,
et al., 2021), and nursing students seemed to predominantly utilize self-confidence or selfreliance techniques to cope (Bahçecioğlu Turan, et al., 2021). No other literature was found
describing nursing students’ methods of self-care during the pandemic. However, as previously
demonstrated, participants revealed they already grappled with self-confidence related to
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perceived inadequate caregiving skills. Described findings from previous studies supported my
interpretive findings and subsequent implication that participants as novices lack the necessary
tools to cope leading to inadequate self-care. I believe a primary reason for this inadequacy was
found in Benner’s model from novice to expert. Benner (1984) stated, “at the heart of good
clinical judgment and clinical wisdom lies experiential learning from particular cases” (p. 189).
According to Benner’s model, nursing students are novice learners and therefore clinical
judgment and wisdom are not yet developed. When encountering new situations, the novice
nurse does not have the experiential background or know how to apply new knowledge or skills
to that situation (Hoeve et al., 2020). This includes ethical and moral dilemmas which may give
rise to moral distress. Therefore, considering results from this study, previous studies, and
Benner’s model detailing the limitations of novice nursing students, participants were neither
adequately equipped nor possessed the tools to deal with either their experience of moral distress
or the subsequent outcomes from their experience. Recommendations based on these findings
will be discussed in implications for policy and practice.
A Nurse is Needed. Two participants shared how nurse family members debriefed with
them when they would reach out. Their reason for reaching out however was centered on the fact
the family member was a nurse who could understand the distress they encountered. One did on
occasion reach out to non-nursing friends with the caveat her friends really could not understand
or relate to her experiences. As mentioned, two participants stated they received professional
help from a therapist. Interestingly, no participants expressed they received consistent care or
concern from any other nurse, including clinical instructors or nursing faculty from their own
school. In fact, most references to their school of nursing were associated with fear of any
circumstance, such as getting sick, which might jeopardize their remaining in class or clinical.
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Some students also shared how post-clinical conferences with a clinical instructor was not
always a regular part of their clinical time. Nevertheless, many participants clearly indicated
their initial go to for support, encouragement, and emotional help was a nurse, which included
nursing faculty. Ironically, except for therapists, no one, particularly from the realm of nursing,
provided consistent or ongoing care to participants. However, the implication was participants
suffering from moral distress during the pandemic wanted nurses to care for them.
Recognizing nurses are perfectly positioned to care for each other, the American
Association of Critical Care Nurses (AACN) developed the 4 A’s approach to assess and assist
nurses suffering from moral distress. This was the only toolkit found for nurses struggling with
moral distress. According to Epstein and Delgado (2010), the approach developed by AACN
consists of:
ASK: Review the definition and symptoms of moral distress and ask yourself whether
what you are feeling is moral distress. Are your colleagues’ exhibiting signs of moral
distress as well?
AFFIRM: Affirm your feelings about the issue. What aspect of your moral integrity is
being threatened? What role could you (and should you) play?
ASSESS: Begin to put some facts together. What is the source of your moral distress?
What do you think is the "right" action and why is it so? What is being done currently
and why? Who are the players in this situation? Are you ready to act?
ACT: Create a plan for action and implement it. Think about potential pitfalls and
strategies to get around these pitfalls” (Epstein & Delgado, 2010, p. 6).
The 4 A’s approach may be appropriate for seasoned nurses with the background and experience
to successfully travel through this plan on their own. However, as previously discussed, novice
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nursing students neither have the experience nor the resources to utilize such a tool
independently. Therefore, based on participants accounts of nurses being their initial contact for
help, coupled with participants being novices suffering from moral distress during the pandemic,
suggests nurses are in a prime position to provide support and care. Unfortunately, no toolkits
were found to identify and address the moral distress related care needs of nursing students.
Recommendations to address this implication are discussed in the implications for practice
section.
Called to Care. It would be remiss to not recognize as one who proclaims a Biblical
worldview I too am called to care. Within the context of this study, an obvious implication
speaks to those such as me who as Christ-followers are mandated to fulfill the Great Command:
we are called to care for nursing students afflicted by moral distress during the pandemic. This
implication unlike the previous one is not generalized to all nurses, rather is particularized to
Christians, and especially to Christian nurses. The apostle Paul admonishes to, “bear one
another’s burdens, and thereby fulfill the law of Christ” (New International Version, 1978,
Galatians 6:2). The law of Christ simply yet profoundly means to love one another. Christ
himself initiated this call to care by stating, “Come to me, all who are weary and heavy-laden,
and I will give you rest” (New International Version, 1978, Matthew 11:28). I believe three ways
exist to address the call to care. First is a willingness to be available. Availability implies a
disposition towards setting aside ones’ own agenda when needs demand and striving to
purposefully and conscientiously walk with the one in need even when sacrifice is required.
Second comes the recognition we are accountable to God for carrying out his call (New
International Version, 1978, Romans 14:12). Third is the realization we cannot successfully
fulfill one or two without actively listening to the prompting of the Holy Spirit. When available
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and obedient to answering this call to care Christians will certainly find that, “the peace of God,
which transcends all understanding, will guard your hearts and minds in Christ Jesus” (New
International Version, 1978, Philippians 4:7).
Implications for Policy and Practice
Results from this study clearly indicated participants are struggling with moral distress
during COVID-19. While findings are not generalizable beyond this sample, one might surmise
the symptomatology and identified themes are not mutually exclusive to them alone. Therefore,
it is beholden for stakeholders to consider these results and contemplate how they might
positively address the issue of moral distress in nursing students during the pandemic. Two such
ways are through policy and practice initiatives.
Implications for Policy
The American Nurses Association (n.d.) or ANA is considered the foremost organization
representing nurses in the United States. Within their purpose statement the ANA explained
promoting a safe and ethical work environment and bolstering the health and wellness of nurses
are two of their main goals. These missional goals identified the ANA as a stakeholder in the
future of nursing and therefore in nursing students. One method the ANA employs to facilitate
goals are via position statements. Official position statements were developed to guide the
profession on topics relevant to nursing practice. Currently no position statement or related
information was posted by the ANA regarding moral distress and or supportive care for nurses or
nursing students suffering the effects of moral distress. A second nursing organization also
having no position or educative information on moral distress is the National League for Nursing
(2021) or NLN. The NLN, like the ANA, is a premier nursing organization. The NLN however
focuses on nursing educators and faculty, and therefore offers resources to those who can
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directly impact nursing students. Both the ANA and the NLN influence nursing policy,
disseminate information on issues, and provide insights how to address identified needs on a
national level. Certainly, policy and position statements are based upon firmly established
research. Therefore, it may be reasonable to recommend both organizations consider supporting
further exploration into the breadth and depth of moral distress and nursing students during the
pandemic.
Another national organization specific to nursing students is the National Student Nurses’
Association (2021) or NSNA. According to the NSNA, one missional goal is to develop nursing
students who are prepared to lead the profession in the future. Moral distress in nursing students
stands in direct opposition to this goal, as evidenced by nursing students experiencing moral
distress also demonstrating negative outcomes such as burn out and even leaving the nursing
profession (Escolar-Cha, 2018). Results from this study also bear claim against the goal.
Therefore, as with recommendations directed at the ANA and NLN, it is incumbent the NSNA
support further exploration of the phenomenon of moral distress in nursing students, especially
those practicing during the COVID-19 pandemic. If future research supports this study, then
policies and positions could be considered.
Implications for Practice
Nursing educators, nursing faculty, clinical faculty, school of nursing administrators, all
are key stakeholders in the well-being of nursing students. Participants in this study revealed
their well-being is already compromised. Some even questioned whether to remain in nursing or
not. Within this backdrop stakeholders might also consider exploring the extent to which nursing
students are experiencing moral distress during COVID. Questionnaires are currently available
to measure an individual’s propensity towards moral distress. The 4 A’s outline as developed by
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AACN could also be modified for stakeholders and or designees to assist and guide students who
self-identify as suffering with moral distress. Further considerations include expanding
opportunities to debrief with students, particularly after clinical experiences. Within this context,
debriefings could be purposefully designed to identify and discuss moral and ethical dilemmas
encountered in the clinical setting. Students may also need to be taught and or provided with
tools and techniques designed to enhance coping mechanisms. Lastly, faculty may consider
ways and means to intentionally demonstrate caring towards their students. Caring for nursing
students by nursing faculty was revealed to be a powerful practical method shown to positively
affect the nursing students’ sense of belonging and to strengthen their intent to graduate
(Henderson et al., 2020). However, results from this study recognized a positive faculty
influence on participants related to moral distress during COVID-19 was absent. Therefore,
opportunities abound to walk with them as they encounter situations and dilemmas they are not
equipped to manage on their own.
Theoretical and Empirical Implications
Findings affirmed choosing Watson’s theory of human caring as the theoretical
foundation for this study. According to Watson (1988), caring constitutes the very essence of
nursing. Furthermore, caring is considered the “why” behind why a nurse exists (Sitzman &
Watson, 2017). Findings revealed during COVID-19 the participants’ ability to fulfill the very
essence of and purpose for becoming a nursing were threatened and even thwarted. This dynamic
then lead to moral distress. Debbie provided an insight into her distress due to her inability to
provide care for her patients by stating:
As a nursing student during the COVID-19 pandemic, our clinical experience has been
very limited. We missed several rotations and the experience we have had has been
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almost all med surg so our skills our limited. Because of this, I question mine, as well as
some of my peers’ ability to provide safe nursing care once we graduate. I am worried
that patients will not receive the care that they need simply due to lack of knowledge and
experience by us new nurses. This causes me moral distress because it scares me that my
lack of experience could be detrimental to a patient when I am working as a nurse. I wish
we would have gotten more clinical experience.
Watson also believed the nurse must learn to care for themself before being able to truly care for
others (Sitzman & Watson, 2017). Findings revealed participants’ self-care was lacking as
denoted by inadequate coping during COVID-19. Faith acknowledged her ineffective coping by
saying, “Probably not the best coping but I usually just like to watch TV and not think about
reality. I kind of just go into an altered reality.” Ultimately, findings revealed either their purpose
of caring for others was jeopardized or else caring was directly halted.
Finds also affirmed utilizing Benners’ model from novice to expert. Benner (1984)
identified the nursing student as a novice due to their lack of both clinical judgment and clinical
wisdom. Reflecting their novice level of competence, nursing students reported not having the
skills or knowledge base to address safety, quality, ethical, or moral issues in the clinical setting
(Krautscheid et al., 2017). Comrie (2012) further suggested with minimal clinical experience,
low self-confidence, narrow professional judgment, and a limited knowledge base and training,
the students’ ability to cope with morally distressing situations was diminished. Findings
supported being novice practitioners was a direct handicap related to not having the necessary
tools or skills to adequately care for others or to cope with contributory factors leading to moral
distress. As a novice, Faith expressed this dynamic well when stating, “In clinical I feel

144
powerless and angry because I know the ethically right thing to do but I am limited in clinical
expertise because of the pandemic.”
No previous studies examined the phenomenon of moral distress and nursing students
during the COVID-19 pandemic. However, some findings from this study are consistent with
prior research related to moral distress and nursing students before the pandemic. For instance,
the physical and psychosocial emotional symptomatology exhibited by participants was similar
to reported signs and symptoms of nursing students from earlier studies. Symptoms such as
feelings of powerlessness, helplessness, anxiety (Reader, 2015), frustration and depression
(Escolar-Chua & Magpantay, 2019; Sasso et al., 2016), difficulty sleeping and gastrointestinal
problems (Sasso et al., 2016) were also reported by participants in this study. Furthermore,
participants experienced dissatisfaction with the nursing profession, feelings of burnout,
emotional breakdown, and even thoughts of leaving nursing (Sasso et al., 2016). Interestingly,
when examining results in literature regarding nursing students and stress during COVID-19,
findings from this study were quite divergent. Clearly participants in this study were stressed
during COVID-19 supporting previous studies examining nursing students and stress during the
pandemic (Kadappuran & De Guzman, 2020; Falguera, 2021; Wang, 2021; Taş, 2021; Aslan &
Pekince, 2021; Ozturk Copur, 2021; Kochuvilayil et al., 2021). However, causative factors were
much different. Findings from prior studies revealed causative factors for nursing students’
stress included fear of contracting COVID-19 during a clinical rotation (Kochuvilayil et al.,
2021; Tas, 2021), fear of loved ones becoming infected with the virus (Ozturk Copur, 2021),
stress over remote learning (Kochuvilayil et al., 2021; Ozturk Copur, 2021), and financial
concerns due to social isolation (Kochuvilayil et al., 2021). None of these factors were identified
as contributive towards moral distress in this study. Possible reasons may point towards
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measuring moral distress verses measuring stress. However, another reason for this difference
may simply be vaccinations are now available whereas vaccinations were not approved at the
time of the aforementioned studies. Furthermore, during this study post-vaccination social
isolation was not an imperative and in-person classes commenced once again.
Certain thematic findings from this study were novel. New facets of moral distress
secondary to COVID-19 became evident. For instance, the theme mixed messages was not
applicable prior to the pandemic. Mixed messages disclosed a new non-healthcare related
external force directly contributing to participant’s moral distress. New facets of future concerns
also became evident in the theme fearful future. Previous research identified nursing students did
have a fear of not being able to maintain a compassionate attitude and developing a lack of
awareness and or sensitivity towards the rights of patient’s post-graduation (Range &
Rotherham, 2010; Wojtowicz et al., 2014; Curtis, 2014). This study affirmed fear of losing
compassion post-graduation did contribute towards moral distress. However, the theme fearful
future also revealed how, again due to the pandemic, nursing students reported moral distress
regarding fear of inadequacy in their own care-giving skills post-graduation. Fear was directly
related to lost clinical time and to perceived worsening work conditions secondary to shortages
and increased nurse patient ratios. From these results, two questions arose with implied
implications. First, how might moral distress secondary to fearful future impact their long-term
well-being? Second, how might fearful future influence their future role as a nurse, particularly
related to burnout and leaving the profession? Such questions raised realistic concerns for
participants personal and professional future.
Utilizing a hermeneutical phenomenological approach was advantageous when drawing
out participants experience with moral distress during COVID-19. Hermeneutic phenomenology
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provides a means to explore and understand another’s own experience with a particular
phenomenon yet espouses people and the world are inextricably linked via cultural, social, and
historical contexts (Goble & Yin, 2014; Laverty, 2003). Therefore, one’s interpretation and
understanding of a phenomenon is impacted and shaped vis-à-vis one’s contextual self. For this
study, the hermeneutical phenomenological approach enabled novice nursing students to share
deeply about their own encounters with moral distress and its subsequent negative impact on
caring. Ultimately, this approach facilitated the development of thematic findings based on
participants experiences. Findings demonstrated how participants own thoughts and feelings
could meld to form pictures recognizable from prior studies as well as new and never seen before
images of moral distress during the pandemic.
Limitations and Delimitations
One limitation of this study was the small sample size. Recruiting also became a
limitation. One site was in a different geographical region from me and therefore recruitment
could not be done in person. Also related to distance, all interviews were conducted via phone.
While this method enhanced the ease of interview for both me and the participant, the inability to
have face to face conversation negated receiving non-verbal communication such as body
language. Further limitations included non-generalizable results beyond the participants
themselves, as well as my own potential biases related to moral distress.
Delimitations included participants age requirement of being 18 years or older, being
full-time nursing students, needing to have engaged in at least one semester of clinical practice
during the COVID-19 pandemic, and having self-identified as experiencing moral distress while
a nursing student. The age-related delimitation was related to assurance participants were of
adult age and able to provide consent. Subsequent delimitations reflected the necessity
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participants had engaged in clinical experiences during the COVID-19 pandemic thereby
providing the opportunity to experience care related ethical and or moral dilemmas. A further
delimitation included the study’s being a hermeneutical phenomenological study. I chose this
form of qualitative research as my purpose was to understand the nursing students’ experience of
moral distress during the COVID-19 pandemic.
Recommendations for Future Research
Presently no other published studies have explored the phenomenon of moral distress and
nursing students during the COVID-19 pandemic. This study provided a starting point, however
similar hermeneutical phenomenological studies would serve to validate and perhaps expand on
findings. Further qualitative research on this topic would aid in deepening and developing a more
wholistic picture of individuals’ experiences of moral distress during COVID-19. However,
quantitative studies on moral distress and nursing students during the pandemic would assist in
identifying the breadth and significance of the problem. If as recognized via quantitative studies
the problem is both broad and significant, previously identified stakeholders would have greater
impetus to address this issue. Also concerning is how moral distress in nursing students during
the pandemic could impact their future success as nurses. Therefore, a longitudinal study
designed to follow nurses who were nursing students during the COVID-19 pandemic could be
warranted. Finally, this study focused on exploring and understanding the phenomenon of moral
distress and nursing students during the pandemic. It was beyond the scope of this research to
explore and or create interventions to assist those suffering from moral distress. However, care
and concern for those nursing students suffering from the deleterious effects of moral distress
dictate the necessity for intervention and measurement of outcomes. No literature was found
either indicating interventions were occurring or demonstrating any outcomes to address and
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relieve suffering. From my own perspective, this recommendation for future research represented
the greatest need and opportunity of all.
Conclusion
Moral distress is a phenomenon negatively impacting nursing students (Sasso et al., 2016;
Krautscheid et al., 2017). Moral distress is defined as care situations or dilemmas where there is
an inconsistency or incompatibility between how the nurse is expected to behave and his or her
personal values and or beliefs (Burton et al., 2020). Since the onset of the COVID-19 pandemic,
the phenomenon of moral distress and its potential impact on nursing students has not been
studied. Therefore, the purpose of this study was to explore the phenomenon of moral distress in
nursing students who engaged in clinical experiences during the COVID-19 pandemic. This was
accomplished by asking the central research question: As described by participants, what is the
lived experience of moral distress for nursing student’s during the COVID-19 pandemic?
Augmenting the central research question, four sub-questions asked: During the COVID-19
pandemic, what factors do nursing students identify as leading to moral distress? How has the
nursing students’ experience with moral distress during COVID-19 affected their views towards
becoming a nurse? How has the nursing students’ experience with moral distress during COVID19 impacted their well-being? What coping strategies are nursing students utilizing to deal with
any morally distressing feelings and thoughts? Watson’s theory of human caring and Benner’s
from novice to expert provided the theoretical and conceptual underpinning for this study.
Thirteen participants from two different sites provided data via interview, pictures, or images
with explanatory text, and two journal entries: all describing their experience with moral distress
during the pandemic. Analysis of data revealed the emergence of five themes: compromised
caring, mixed messages, perception of self and profession, coping through COVID-19, and
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fearful future. Four implications arose from findings. First, perceived care-giving deficits in
conjunction with self-fulfilling prophecy could jeopardize participants future success as nurses.
Second, participants demonstrated deficits in caring for themselves possibly related to their
novice status as nursing students. These deficits could then negatively impact participants wellbeing. Third, nurses, including nursing faculty, were sought out by participants to provide them
with care and encouragement. However, in return no nurses provided consistent or on-going care
for participants suffering from moral distress during COVID-19. Lastly, as followers of Christ
we are called to care for participants and other nursing students suffering from moral distress
during the pandemic. These implications generated recommendations in both policy and practice
to key stakeholders with suggestions pointing to the support for more research in this area.
Lastly, a call was issued for interventions and actions designed to identify and assist nursing
students suffering with moral distress during the COVID-19 pandemic.
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APPENDIX A
Participant Solicitation Letter
Dear Nursing Student:
I am a graduate student in the School of Education at Liberty University conducting a
research study as part of the requirements for a PhD. in Education. The purpose of my research is
to explore nursing students experience with moral distress during the COVID-19 pandemic.
Moral distress means as a nursing student you have experienced care situations or dilemmas
where there is an inconsistency or incompatibility between how you are expected to behave and
your own personal values and or beliefs. To participate in this study, you must be at least 18
years of age, have engaged in at least one semester of clinical practical experience during
COVID-19, and believe you have experienced moral distress related to being a nursing student
during the pandemic.
As you consider participating in this study, I as the researcher want to share my personal
commitment to you as a possible participant. I am committed to diversity and inclusion. I am
from a Christian faith background, you may have the same or different background, and I value,
respect, and welcome any background, belief, perspective, and unique experience you may have.
I am committed to and appreciate your role as a nursing student. I am committed to maintaining
your confidentiality. I am committed to viewing your responses and input about moral distress
through your eyes and not my own. I want to understand your experience, and have built into this
study methods to remove, as much as possible, my own past experiences with moral distress.
By taking part in this study, you will be asked to participate in an individual interview
with the researcher at an agreed upon time and location convenient to you; use your device to
take two photos with explanatory text of an object(s) which represent your thoughts and feelings
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related to your experience with moral distress; and to document in a journal any situations or
dilemmas which caused you to experience moral distress. The interview will be audio recorded
to ensure accuracy. Notes will be taken during the interview to further ensure accuracy. Your
participation will be completely voluntary and confidential, and to protect your identify you will
be given a unique pseudonym identifier only you and I will know. Pseudonyms will also be
assigned to schools and locations to further protect confidentiality. If you are willing to
participate in this study, you will be asked to either sign or type your name as your digital
signature on the consent form and return the form to me electronically at ******** If you have
any questions, you may email me as well.
Sincerely,
Alan Howard
Doctoral Candidate, Liberty University
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APPENDIX B
Individual Interview Questions
1. Using your photos, texts, and journal entries to assist you, please describe what moral distress
means to you.
2. What ethical concerns (or moral dilemmas) have you encountered that have cause you to
experience moral distress?
3. What COVID-19 specific ethical concerns (or moral dilemmas) have your encountered that
have caused you to experience moral distress?
4. How has COVID-19 impacted or affected your ability to bond or connect with your patients?
5. What physical symptoms have you experienced related to moral distress?
6. What emotional symptoms have you experience related to moral distress?
7. What spiritual struggles have you experienced related to moral distress? (CRQ, SQ3)
8. In what ways has witnessing nursing staff and others care for the patient with COVID-19
contributed to your feelings of moral distress?
9. What do you do to cope with the feelings or thoughts you’ve had related to moral distress?
10. How has moral distress impacted your view on becoming a nurse?
11. How has moral distress shaped your views on the nursing profession?
12. What else would you like to share with me related to your experience with moral distress
during the COVID-19 pandemic?
13. What else would you like to share with me related to your photos or your journal?
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APPENDIX C
Consent
Title of the Project: A qualitative phenomenological study on moral distress and the nursing
student during the COVID-19 pandemic.
Principal Investigator: Alan Howard, MSN, RN, M.Div., CEN, doctoral student, Liberty
University School of Education.
Invitation to be Part of a Research Study
You are invited to participate in a research study. To participate, you must be at least 18 years of
age, enrolled as a nursing student and engaged in clinical practical experiences within a
healthcare setting during the COVID-19 pandemic, and experienced moral distress as a nursing
student during the COVID-19 pandemic. Taking part in this research project is voluntary.

Please take time to read this entire form and ask questions before deciding whether to take part in
this research project.

What is the study about and why is it being done?
The purpose of the study is to explore the phenomenon of moral distress and nursing students
engaged in clinical practical experiences within a healthcare setting during the COVID-19
pandemic. It is possible the COVID-19 pandemic has caused or has worsened moral distress for
the nursing student. If so, findings may enable nursing faculty to counter the development of
moral distress in their students and to recognize and address the signs and symptoms of moral
distress in students already struggling with this phenomenon.
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What will happen if you take part in this study?
If you agree to be in this study, I will ask you to do the following things:
1. Take at least three pictures with your device that represent moral distress to you. You will
send each picture to me in a text and include at least three sentences of explanation
describing in what way the picture represents moral distress to you.
2. You will journal at least two entries of at least one paragraph per entry. The purpose of
journal entries will be to share any memories, feelings, moral dilemmas, or any physical,
emotional, mental, or spiritual, signs and symptoms of moral distress you have
experienced as a nursing student during the COVID-19 pandemic.
3. Participate in a one-on-one interview with the researcher. Interviews will be audio
recorded, transcribed, and will last no more than 1 hour.

How could you or others benefit from this study?
While you might not directly benefit from taking part in this study, results may benefit future
nursing students through a better understanding of the perceived impact of moral distress on
nursing students during the COVID-19 pandemic. The nursing profession, particularly nursing
faculty may learn how to better support students and present the development of moral distress

What risks might you experience from being in this study?
The risks involved in this study are minimal, which means they are equal to the risks you would
encounter in everyday life. Your personal information will be protected and kept confidential,
therefore the risk of you or the information you share being identified are also minimal.
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How will personal information be protected?
The records of this study will be kept private. Published reports will not include any information
that will make it possible to identify a subject. You and the information you share will be given a
pseudonym to protect you and your information from being identifiable. Interviews will be
conducted in a location where others will not easily overhear the conversation. Data will be
stored securely in a password-locked computer that only the researcher will have access to.
Interviews will be recorded and transcribed, and data will be stored on a password-locked
computer for three years then erased. Data collected from you may be shared for use in future
research studies or with other researchers. However, if data collected from you is shared it will
not contain anything that can identify you.

How will you be compensated for being part of the study?
At the completion of the interview, submission of pictures with accompanying text, and journal
entries you will receive a $25.00 gift card as appreciation for your participation. Gift cards will
be mailed to you at the address you provide the researcher.

What are the costs to you to be part of the study?
There are no associated costs to you to be part of this study.

Does the researcher have any conflicts of interest?
The researcher works as a Registered Nurse in the Emergency Department at the Reading
Hospital. This disclosure is made so that you can decide if this relationship will affect your
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willingness to participate in this study. No action will be taken against an individual based on his
or her decision to participate in this study.

Is study participation voluntary?
Participation in this study is voluntary. Your decision whether to participate will not affect your
current or future relations with Liberty University or the Reading Hospital. If you decide to
participate, you are free to not answer any question or withdraw at any time.

What should you do if you decide to withdraw from the study?
If you choose to withdraw from the study, please contact the researcher at the email address
included in the next paragraph. Should you choose to withdraw, data collected from you will be
destroyed immediately and will not be included in this study

Whom do you contact if you have questions or concerns about the study?
The researcher conducting this study is Alan Howard. You may ask any questions you have now.
If you have questions later, you are encouraged to contact him at ******. You may also contact
the researcher’s faculty sponsor Dr. S. Pannone, at ******.

Whom do you contact if you have questions about your rights as a research participant?
If you have any questions or concerns regarding this study and would like to talk to someone
other than the researcher, you are encouraged to contact the Institutional Review Board, 1971
University Blvd., Green Hall Ste. 2845, Lynchburg, VA 24515 or email at irb@liberty.edu
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Your Consent
Before agreeing to be part of the research, please be sure that you understand what the study is
about. You will be given a copy of this document for your records. If you have any questions
about the study later, you can contact the researcher using the information provided above.

By signing this document, you are agreeing to be in this study. Make sure you understand what
the study is about before you sign. You will be given a copy of this document for your records.
The researcher will keep a copy with the study records. If you have any questions about the
study after you sign this document, you can contact the researcher using the information
provided above.

I have read and understood the above information. I have asked questions and have received
answers. I consent to participate in the study.

The researcher has my permission to audio-record me as part of my participation in this
study.

_________________________________

________________________________

Printed Subject Name

Signature & Date
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APPENDIX D
IRB Approval Letter

